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LIPPINCOTT’S NEWEST BOOKS 


ANSPACH—A New Gynecology: 


There seems to be a distinct place for the text-book presenting the subject in a systematic form, giving all the necessary 
information, and omitting such details as are not immediately required for practical purposes. In this work the subject is 
so presented as to provide the student with the whole necessary information, and to act as a ready guide to the accurate 
diagnosis and the successful treatment of the gynecologic conditions. 
e work gives a description of the normal structures and of the normal functions, and a review of the causes that 

produce the abnormal; a summary of the manifestations of the abnormal and of the methods of treatment. 

In addition to affections of the generative organs proper, such diseases of the intestinal and urinary tract as are most 
frequently encountered in women have been considered: Static backache, sacro-iliac sprain, toxic arthritis. 

The work is most beautifully and elaborately illustrated and the original drawings are by leading artists 
by Brooke M. Anspach, M.D., Associate in Gynecology, University of Pennsylvania. Cloth, $9.00. 


SHEARS-WILLIAMS—A Difjerent Obstetrics: 


The strongly individualistic teachings of Dr. Shears have been allowed to remain unchanged in this third edition of his 
celebrated practical week. 

anges will be found in, and new material added te, the subject matter of Metabolism of Pregnancy, Syphilis in 
Pregnancy, Toxwmias of Pregnancy, Anwsthesia in Labor, Blood-pressure in Pregnancy, and Cesarean Section. New illus- 
trations have been added, including three colored plates. 

ree large editions have been required in three and a half years because of the entirely different original, successful 
and practical method of handling the subject, and because Shears gives you the things you generally are unable to find— 
little bedside hints—the reasons ‘“‘why’’ founded on long experience ; the right and the wrong way to use your hands, your 


instruments, your every act is shown, described in pictures. It is written by George P. Shears, Professor of Obstetrics 
at the New York Polyclinic Medical School and Hospital, and by Phillip F. Williams, Instructor in Obstetrics, Graduate 
School of Medicine, University of Pennsylvania. 419 illustrations—$8.00. 


WHITE-MARTIN—A Standard G. U. 


For the past twenty-three years this work has been used by teachers, students and practitioners wherever the English lan- 
guage is known. The current edition is brought completely up-to-date. Advantage has been taken of the opportunity to 
introduce new illustrations, to add a section on the prophylaxis of venereal disease, to so modify certain sections as to 
make them more complete or more specific, and to revise the index. 

The 12th edition is by Edward Martin, Commissioner of Health, Commonwealth of Pennsylvania; Benjamin A. Thomas, 
Professor of Urology in the Graduate School of the University of Pennsylvania; and Stirling W. Moorehead, Surgeon to the 
Howard Hospital, Philadelphia. 424 engravings, 21 colored plates. Cloth, $8.50. 


SHARPE—Brain Injuries: 


With and without a Fracture of the Skull—their diagnosis and treatment. This is a report of the largest number of 
personal cases of brain injuries ever recorded—-over 1000 patients. 

The expectant palliative method of treatment is sufficient for two-thirds of these patients, whereas the operative treat- 
ment is necessary in only one-third. The average mortality of 50 % has been reduced to 27 % in this series of all cages 
with or without operation, and each patient has been followed from the time of injury to his present condition or death 


and post-mortem. The findings are recorded and errors of diagnosis and of treatment are thus disclosed and fully dis- 
cussed. 


It is written 


The technique of the operation of subtemporal decompression and drainage is described in detail and fully illustrated. 
Diagnosis and treatment of acute and chronic brain injuries of newborn babies is given in detail in over 100 cases. 
Drawings, photographs, moving pictures to the number of232, illustrate this work of 757 pages. Cloth, $8.00. It is 

written by William Sharpe, Professor of Neurologic Surgery, New York Polyclinic Medical School and Hospital 


BUCKLEY —Psychobiological Medicine: 


Is a guide to the study of mental disorders for students and practitioners. As the domain of general medicine has become 
considerably broadened and many of the newer facts have been brought to light through the channels of Biology, and as 
the field of ‘‘traditional General Physiology’? has become more or less fully occupied by Experimental Biology, so the mcJe 
of 4 yee to the problems of Psychiatry has been following similar trends. 
We have come to consider the group of mental disorders which belong to the class of recoverable psychoses not pri- 
marily as mental diseases, but as reflections of some bodily disorder. 
The reactions of the patient as a whole individual form the subject underlying every problem in psychiatry. In_ this 


work, such has been arranged for the general practitioner in a concise form, yet embracing a sufficient number of biological 
and psychological data to indicate the course which this viewpoint required him to follow. 


It is written by Albert C. Buckley, Associate Professor of Psychiatry, Graduate School of Medicine, University of 
Pennsylvania. Illustrated—$7.00. 


HESS — Scurvy: 


Interest in scurvy has been stimulated in the last few years as the result of a new and broader conception of nutrition 
has come to be realized that, in addition to the substances heretofore recognized as of essential importance in the dietary, 
there is another group termed ‘‘vitamines,”” ‘‘accessory food factors’’ or “food hormones,’’ which must be included in order 
to render the diet complete and adequate. At the same time we have begun to appreciate the existence of a group of 
nutritional disorders which depend largely on a deficiency of these illusive vitamines. Due to this association scurvy has 
acquired a fresh and broader significance. 


It is written by Alfred F. Hess, N. Y. 275 octavo pages, illustrated. Cloth, $4.00. 
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FUNCTIONAL DIAGNOSIS 


(A Monographic Reprint from TICE’S PRACTICE OF MEDICINE, Vol. II, pp. 1-384) 


By MAX KAHN, M. A., Ph. D., M. D 


Director of the Department of Laboratories, and Chief of Clinic of Diseases of Metabolism, Beth Israel 


PRICE $6.00 
PREPAID 


Hospital;- Associate in Biological Chemistry, 


College of Physicians and Surgeons, 


Columbia University, New York. 
In Collaboration with 


MORRIS HIRSCH KAHN, M.D. and 


Chief. of Clinic in Cardiovascular Diseases and 
Internal Medicine, Mount Sinai Hospital Dis- 
pensary; Assistant, Cardiozraphic Laboratory, 
Mount Sinai Hospital; Chief Cardiozraphist, 
Beth Israel Hospital, New York. 


JACOB ROSENBLOOM, Ph.D., M.D. 
Formerly Assistant Professor of Biological Chem- 
istry, University of Pittsburgh; Formerly As- 
sociate in Biochemistry, College of Physicians 
and Surgeons, Columbia University, New York. 


FOREWORD BY 
WILLIAM J. GIES, M.S., ScD., Ph 


D. 
Professor of Biological Chemistry, College of Physicians and Surgeons, Columbia University, New York. 


This monograph contains 382 pages, 52 il- 
lustrations, 583 bibliographic references, 
51 tables, and numerous formule and clas- 
sified statistics. It is bound in neat black 
craft-leather, stamped in pure gold which 
will not tarnish. The tests and conclusions 
of many famous experimenters are dis- 
cussed, Analyses, tests, blood-pressure 
studies and roentgenological findings are 
followed in detail. Functional Diagnosis 
is a work that will eventually make itself 
necessary to all physicians interested in 
accurate, scientific diagnosis. 
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Hagerstown 


The book is the first in its field, a pioneer 
work in the collation and in the evaluation 
of the practical methodology for all the 
functional diagnostic tests. To obtain the 
information in this book would require the 
study of an entire library. From a prog- 
nostic and therapeutic viewpoint, it is es- 
sential to know just exactly how much we 
can expect a certain organ to perform. 
An apparently hopeless patient may have 
enough functional compensation to carry 
him through many years of life. 
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racy colloquial style, reported verbatim. 


Unrivalled method. Clinical, diagnosis followed by post- 
mortem findings. The boldest challenge of skill to fact, and 
the most practical of all diagnostic aids to the practicing phy- 


sician or surgeon. 


Weekly—a constant stimulus. 


CASE RECORDS 


MASSACHUSETTS GENERAL HOSPITAL 


OF THE 


RICHARD C. CABOT and HUGH CABOT, Editors 


Masterly clinical reasoning. Originality, keen logic, terse, 


“I have learned more about 
diagnosis from these papers 
than from all my other read- 
ing.’’ 


“T look for them like a boy 
getting money from home.”’ 


“T can’t find words to de- 
scribe my pleasure and the 
profit that I am receiving 
from these Case Record. No 


$8.00 a year, $4.00 for an introductory half-year. Published Gn 
by the hospital as part of its contribution to medicine and not help.” 


for profit. Samples will be sent on application to the hos- 


pital. 


“Quite unique in medical 
journalism.” 


MASSACHUSETTS GENERAL HOSPITAL, Boston 


NEW MEDICAL BOOKS 


Clinical Surgery 
By Case Histories 


By Arthur €. Hertzler, M.D., F.A.C.S., Professor 
of Surgery, University of Kansas. 2 Vols., 1162 


pages, 483 illustrations. Price, cloth............ $16.00 


This work is the result of actual surgical expe- 
rience—it carries you through the examination, 
the diagnosis, the operative procedure, shows 
the pathology, exposes mistakes, and when a 
cure is effected states definitely why recovery 
took place. 


Diseases of the 
Throat, Nose and Ear 


By Dan McKenzie, M.D., F.R.C.S.E., Surgeon 
Central Ear and Throat Hospital, London, ete. 
646 pages, 199 text figures, 2 color plates. Price, 
cloth $9.50 


This work fills a need that has existed for an 
uptodate work on the throat, nose and ear for 
the practitioner of medicine. The whole subjecr 
is covered in a masterly manner. Beautifully 
illustrated. 


Practical Chemical 
Analysis of Blood 


By Victor C. Myers, M.A., Ph.D., Professor of 
Pathological] Chemistry, N. Y. Post Graduate 
School of Medicine. 125 pages, 7x10 inches, 13 
illustrations, 30 tables. Price, cloth.............. $3.00 
Prof. Myers has long been a pioneer in blood 
chemistry work and his book reflects the latest 
work done along this line. Besides chemica} 
blood analysis, it covers also complete literature 
references for blood determinations, quantita- 
tive urine methods, standard solutions and 
reagents. 


Wassermann 
Test 


By Charles F. Craig, M.D.,F.A.C.S., Lieut.-Col. 
Med, Corps U. S. Army, Prof. Bact. and Prev. 
Med. and Director of Laboratories, Army Medi- 
cal School. 2nd revised edition. 279 pages, text 
figures and color plates. Price, cloth............ $4.25 
This new edition has been completely revised 
and now contains all the latest work on this im- 
portant subject. It includes the modification of 
the complement-fixation test for syphilis adopted 
by the U. S. Public Health Service Hyg. Lab. 


&@- Any of the above mentioned books will be sent by prepaid express on receipt of price, or will be 
charged to account if so desired. We will gladly send special circulars or 
catalogues of our publications on request. 
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THE MEDICAL INTERPRETER 


WASHINGTON CHICAGO NEW ORLEANS ATLANTA, Southern Branch 


THE MEDICAL INTERPRETER 
No. 2 


is just off the press and contains practical post 
graduate lectures on PNEUMONITIS, covering 
DIAGNOSIS AND TREATMENT based on new 
and advanced attitudes on the pneumonias, and 
the physician will not find any such article or ex- 
planation in any other medical literature, old or 


new. 
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More than 175 applied articles covering recent at- 

titudes and ideals in medicine and surgery. It’s 

the busy doctor’s best tool and weapon. A 


CLEARING HOUSE OF RECENT, PRACTICAL 
MEDICAL INFORMATION. 


A Co-operative Medical enterprise that is willing 
to invite every worth-while Doctor to join us. 


The Interpreter Publishing Co., 
Southern Branch, Atlanta, Ga. 
I shall be glad to have you furnish me with circular matter and 
complete information in regard to the Medical Interpreter and the Co-opera- 
tive feature for Doctors. 


Local Address... Town and State.................. 
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You Need Vitamines! 


Medical Science has decided that the human system 
needs vitamines. If they are not supplied the 
powers of resistance will slip away. Naturally, 
the run-down condition which is the first symp- 
tom of the lack of vitamines appears when 
proper foods are not taken. However, a run- 
down condition is really only a warning of other 
ills caused by a lack of vitamines. 


| 

Without vitamines people cannot keep well. They | 
cause food assimilation and consequent growth | 

in children—in grown ups—by a like stimulation 

of the food assimilating powers. They replace 
worn tissue and lost bodily vigor. In short, they 

are essential to life itself. 


New knowledge about food and nutrition has revealed here- 
tofore unknown causes of disease traced to wrong food 
or a diet containing insufficient vitamines, the hereto- 
fore little-known things occurring in some foods and 
absent in others. 


Medical press are constantly airing the question: “Do 
self-rising flour mixtures destroy the original vitamines 
in flour either through bleaching or as a result of the 
mixtures, the nature of which requires the acid and 
alkali ingredients to lie in continual contact with the 
flour itself?” If, as many claim, this question is to be 
answered in the affirmative, it naturally follows that 
bread, biscuits, and pastry made from self-rising flour 
lose considerable of the vitamines ; therefore, the system 
does not receive the full value of the food taken. The 
safe course which is pointed out to the family physician 
is to recommend pure, plain flour and a baking powder 
of standard quality, like Calumet, and to be especially 
watchful in all cases of malnutrition to avoid a diet 
without vitamines. 
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THESE 
400 The Staff of the Library Department of the 


ABSTRACTS American Institute of Medicine reads all leading 
WILL SHOW American and foreign medical journals. It in- 


YOU dexes and classifies every article therein—and 
prepares comprehensive abstracts of all im- 
portant material. Each month full index 
and complete set of abstracts are supplied 
in loose leaf, printed form. 
During the past month the Library De- 
partment staff in rendering its regular 
service prepared more than 400 dif- 
ferent abstracts of articles which 
appeared in current medical jour- 
work. a nals from all over the world— 
In order that they may judge, % 
b, articles containing information 
first hand, the nature and qual- 
of great interest and importance 


ity of the work done by the Library % 

Department, the Institute will present a %, to every physician—a resort of 
complete set of these recent abstracts, with be the latest developments in 
index, to physicians returning the attached medicine. 


The American 
Institute of Med- 
icine is organized to 
serve physicians and 
wishes to offer them 
every opportunity to be- 
come acquainted with its 


coupon. 
These abstracts comprise over 200 printed pages, 


in loose leaf form, bound in specially prepared Ps 

“jacket” or cover which permits of permanent filing. P 

No charge is made for the abstracts and no obligation ¢ 

is created by sending in the request. The Institute Ps 

is glad of this opportunity to demonstrate its use- 7 COUPON 

ful 

7 AMERICAN 

INSTITUTE OF 

7 MEDICINE 


4 13 East 47th Street 
7 New York City 
» 


- 7 _I should like to see the 
merican kind of work done by your 

4 Library Department. Please 

7 send me the 400 abstracts. 


7 These are to be sent gratis and 
I am in no way obligated by this 


Institute of Medicine 
13 East 47th St., NEW YORK CITY : 


ame 
7 (Please print) 


7 Street... 
47 Town 


S. M. J.-4-21. 
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Surgical 
Dressings 


Sterile to the Core 


Cotton and Gauze sterilized after wrapping 


B&B Sterile Dressings are sterilized, 


of course, in the makin3. But they are. 


sterilized again after wrapping—by live 
steam following a vacuum. 

They 0 out sterile to the core. This 
is proved by testing center fibers in an 
incubator. 

Such high standards—such exactions 
—apply to every B&B product. 

Three masters have each spent over 
20 years in perfecting B&B Adhesive. 

B &B Handy-Fold Plain Gauze—in 
pads—comes sealed in parchmine 
envelopes. 


B&B Handy-Package Absorbent 


Learn how it excels 


Cotton is used without removing, the 
roll. 

B&B Plaster Paris Bandages come 
wrapped in water permeable paper. 


B&B Formaldehyde Fumigators 


are Ziven unusual strength. 


B&B Surgeon’s Soap, ina 1% lather, 
equals in bactericidal strength a 50% 
solution of carbolic acid. 


These standards meet your every re- 
quirement. In some respects, we think, 
they exceed them. They represent the 
highest developments in this line. A 
test of one product will win your respect 
for all. Please make it. 


Phenol Coefficient—51.98 


BAUER & BLACK Chicajo New York Toronto 
Makers of Sterile Surgical Dressings and Allied Products 
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Research & Biological Laboratories 
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THYROXIN SQUIBB 


The chemically pure, physiologically active constituent of the thyroid gland, intro- 
duced by Kendall and made by E. R. SQUIBB & SONS under license of the # 
University of Minnesota. Possesses all the activity of desiccated thyroid and offers 
the advantage of accuracy in dosage and therapeutic effect. Marketed in tablets Y 
of 1/320, 1/160, 1/80, and 1/32 grain each for administration by mouth. Crystal- 
line Thyroxin for intravenous use is supplied in vials of 10 milligrammes to 100 


milligrammes. 


NOW READY FOR DISTRIBUTION. t 


SEASONABLE BIOLOGICALS 


ANTIPNEUMOCOCCIC SERUM SQUIBB LEUCOCYTE EXTRACT SQUIBB 
Type I (An adjunct to Serum and Vaccine Therapy) 


DIPHTHERIA ANTITOXIN SQUIBB SMALLPOX VACCINE SQUIBB 
(Small in Bulk—Low in Solids) (In Capillary Tubes) 
THROMBOPLASTIN SQUIBB 


For almost three-quarters 


of a century this seal has : 
been justly accepted as a (Local and Hypodermic) 
guaranty of trustworthiness. 


E-R: SQUIBB & SONS, NEWYORK [ 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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For Spring Sufferers 


Affected by the pollens of spring grasses, and subject to so- 
called “Rose Cold” or Spring Hay Fever, treatment is usually 
begun early—in April or May—at least four to six weeks 
before the expected attack. 


Dr. W. Scheppegrell, Chief of the Hay Fever Clinic of 
the Charity Hospital, New Orleans, reports an analysis of 
707 cases treated with pollen extract, of which 89% showed 
satisfactory results, 4% showed little or no improvement, 
and 7% discontinued treatment before the result could be 
noted. In no case was there an aggravation of symptoms. 
(Public Health Reports, Vol. 34, No. 31, 1919). 


Mulford Hay Fever Pollen Extract 
(Spring) 


Contains proteins of the pollens of timothy, rye, orchard 
grass, sweet vernal grass and red top grass, accurately 
standardized in physiological salt solution. 


It is furnished in convenient syringe and vial containers. 


ANE 


Immunize Early Against Hay Fever 


A 


H. K. MULFORD COMPANY, Philadelphia, U. S. A. 
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Winning the Patient’s Confidence 


EW patients have any real knowledge of medicine or 

surgery. Yet they form their own opinion of a prac- 
titioner’s ability. How? By his manner, his skill, above 
all by the character of his office and its equipment. 

The greater the physician’s obvious technical resources, 
the greater must be the confidence that his patients have 
in him. 

A modern office equipment convinces the pacient that 
modern methods in diagnosing and treating disease are 
employed. It is not only a technical aid in practice. It 
inspires confidence. 

No single piece of apparatus is of such general utility as a good 
X-ray equipment, and none that testifies more eloquently to the 
physician’s resourcefulness. All practitioners recognize the diagnostic 
and therapeutic importance of the X-ray. Because he thinks that 
the taking of a radiograph requires special engineering knowledge, 
many a physician hesitates to install an X-ray equipment and there- 
by fails to satisfy his professional desire for thoroughness. The truth 
is that the actual manipulation of the X-ray apparatus is as easily learned 
as that of the mechanical and electrical appliances with which most practi- 
tioners are familiar. 

The Victor X-Ray Corporation places its facilities and its long 
experience at the disposal of all practitioners. It will gladly send a 
technically informed .representative to a physician who appreciates 
at its full worth the aid that the X-ray can lend him in his practice, 
but who wants engineering guidance. No obligation is incurred. 

The physician who installs a Victor machine is entitled to receive 
Victor Service. This means that if his apparatus needs atrention he 
does not have to communicate with the factory. The nearest Victor 
Service Station sends an expert, a man able to locate the source of 
trouble ina few moments. Victor Service is so organized that Victor 
apparatus need not be idle for many hours or days. 

It is the purpose of Victor Service not only to help the physician 
in such emergencies, but also to give him mechanical and electrical 
guidance if he asks it, so'that he may know how to secure the best 
results with his apparatus. 

As part of this Service policy the Victor X-Ray Corporation pub- 
lishes a periodical called “Service Suggestions” in which X-ray progress 
is recorded primarily for the benefit of Victor clients. Others may 
find “Service Suggestions” of value. It will be sent to them on 
request. 


Victor X-Ray Corporation 


General Offices and Factory 
Jackson Blvd. at Robey St. Chicago 


Sales Offices and Service Stations in all principal cities 
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CHINOSOL 


IS THE BEST 


ANTISEPTIC 


ITS WIDE THERAPEUTIC SCOPE AND GREAT SUPERIORITY ARE BECAUSE IT IS 


Does not break down granulation 
Causes no irritation 

Possesses marked analgetic power 
An instantaneous deodorant 

Allays inflammation 


More powerful than bichloride 
Non-poisonous 

Does not coagulate albumin 
Does no injury to membranes 
Does no damage to tissues 


nea wn= 


PHARM AND CHEM .A.™ A. (ALL RIGHTS RESERVED) 


Intense Non-Poisonous, Non-Irritatins 4 
Antiseptic and Deodorant = 
DinecTiONs ON BOTTOM OF Box 
N.Y. REGISTRY NO. 125 
CHINOSOL Co,,PARMELE PHARM.Co.,N.Y. 
PRICE SO CENTS, 


A SAMPLE TO ANY PHYSICIAN AND 
LITERATURE SHOWING WHAT 
CHINOSOL HAS ACCOMPLISHED 


We are now manufacturing 


SILVER - SALVARSAN 


(The sodium salt of silver-diamino-dihydroxy-arsenobenzene) 


This has been used with success in Europe for more than two years past. Silver- 
Salvarsan is in clinical use in the following New York hospitals and clinics: 


= Vanderbilt Clinic - - (Service of Dr. Fordyce) a 
= wa Skin and Cancer - - (Service of Dr. Stetson) 
= A Bellevue - - - (Service of Dr. Parounagian) 
= Volunteer - - - (Service of Dr. Baketel) 


= The physicians who are administering the product are well satisfied 
= with the results obtained. Silver-Salvarsan effects a more rapid 
= si Z. disappearance of the contagious lesions than the other forms of 
: Salvarsan and practically no reaction follows its administration 


LAB : SILVER-SALVARSAN is now ready for general dis- 
tribution to the medical profession. = 
Pat. Off. 


| HAMETZ LAB ORATORIES, Luc. 


One-Twenty -Two Hudson Street, New York 
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Do It Deftly and Safely 


PROCAINE for deep or surface anesthesia i is safer 
and less irritant than cocaine and only about one- 
seventh as toxic. It causes no visual disturbance. 
PROCAINE (Abbott) may be had without the bother 
of filling out a narcotic blank. In handy soluble 
tablets, one of which in 1 mil (16 minims) of dis- 
tilled water makes a 2% solution. Other solutions in 
proportion. 


Net Price 


100 tablets, A-P (Abbott’s Procaine) No.1, $1.00 
gr. 1/3 with adrenalin gr. 1/2500 


PROCAINE (Abbott) is also available in ready- 
prepared ampule solutions, if preferred. 


Send for Free Booklet on “Local Anesthesia.” If 
you wish your dealer stocked with PROCAINE 
(Abbott) please so advise, giving name and address. 


THE ABBOTT LABORATORIES 


Manufacturers of Cinchophen, Procaine, Chliorazene, Dichloramine-T, Chlorcosane, Argyn, Saline 
Laxative, Calcidin and other Specialties. 


Home Office and Laboratories, Dept. 79, Chicago, III. 


New York Toronto Seattle San Francisco Bombay 


Rheumatism—Then and Now 


Formerly the complaint “Rheumatism” promptly brought forth a prescrip- 
tion for Salicylates, simple or complex. 
Relief, or even cure, was obtained, though sometimes only after fairly pro- 
longed administration. 
The constipating, heart-depressant, kidney-irritant and cumulative toxic 
by-effects were either not fully, realized, or passed up as “necessary evils.” 
Now-a-days, the physician writes “ATOPHAN,” happy to be able to do so 
much better for his patient. 
Quicker, cleaner-cut results, markedly devoid of those “‘it-can’t-be-helped”’ 
drawbacks. 

U. S. A.-Made and Available Everywhere. 


Complete Information and Ample Trial Quantity from 


SCHERING & GLATZ, Inc., 150 Maiden Lane, New York 
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SOUTHERN 


BROWN Coatep advantage in the aid of oral hygiene. 
TABLETS CALCREOSE is a mixture containing, in loose chemical 
combination, approximately equal parts of creosote and 
alcreos lime. CALCREOSE has all of the pharmacologic activity of 
€ creosote, but does not cause any untoward effect on the 
4 Grains gastro-intestinal tract. CALCREOSE may be taken in com- 
ilo paratively large doses—in tablet form or in solution—without 
Ray aera any disagreeable by-effects; therefore it is particularly suit- 
able for the treatment of these patients. 
on Write for Samples. 


INFLUENZA 


LINICAL experience during the influenza epidemic 
demonstrated that Calcreose was of value in the 
treatment of the disease and its pulmonary and 

intestinal complications. The solution in particular is an 
antiseptic of general utility which may be employed with 


THE MALTBIE CHEMICAL COMPANY 
Newark, New Jersey 


of an 


Infant’s Diet 


= 
The ‘ 
Infants’ Stools 


Regularity in bowel movements contributes much toward normal, 


healthful progress, and a knowledge of the number and character 


of the stools during each twenty-four hours is an important part of 


adjusting the diet. 
Suggestions for the regulation of infants’ stools by slight changes in the make-up of 


the diet and particularly in relation to 


are given in our book, ‘Formulas for Infant Feeding,” and in a pamphlet devoted especially 


to this subject. 


Mellin’s Food Company, 


the general management of early life and assists much in properly 


Constipated Movements 


This literature will be sent to physicians who are interested in the matter. 


Boston, Mass. 
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Memphis General Hospital 
School of Nursing 


Connected with the 


University of Tennessee College 
of Medicine 


offers affiliation to approved Schools of Nursing. 
Excellent opportunities for practical experience 
in all branches of Nursing, Surgical, Medical, 
Obstetrical, Contagious Disease (except small- 
pox) and Pediatrics, also an out-patient depart- 
ment. 


Arrangements will be made with Superintend- 
ents of Schools of Nursing to give students 
branches of service desired. Full maintenance 
with an allowance of fifteen (15.00) dollars each 


month is provided. On completion of service a 
certificate and pin of affiliation are given the 
student. 


For information on affiliation, address Super- 
intendent of School of Nursing, Memphis Gen- 
eral Hospital, Memphis, Tenn. 


Southern Pediatric 


Seminar 


Saluda, N.C. Asheville, N.C. Black Mountain, W. C. 


A two weeks’ Post-Graduate course in the 
fundamentals of the diseases of children 
will be given at the above centers from July 
25 to August 5, inclusive. Lectures or 
courses will be given by the following men, 
among others: 


Charles E. Boynton, Atlanta, Ga. 
Wm. P. Cornell, Charleston, S. C. 
Lewis W. Elias, Asheville, N. C. 
Frank Johnson, Charleston, S. C. 
Wm. A. Mulherin, Augusta, Ga. 

R. M. Pollitzer, Charleston, S. C. 

W. E. Rankin, Raleigh, N. C. 

A. S. Root, Raleigh, N. C. 

Frank Howard Richardson, Brooklyn, N. Y. 
J. B. Sidbury, Wilmington, N. C 

D. Lesesne Smith, Spartanburg, S. C. 


For further information address, 


D. LESESNE SMITH, 
Saluda, N. C. 


grounds. 


STAFF 


Attending Surgeons 
R. Tunstall Taylor, M.D. 
Sydney M. Cone, M.D. 
Compton Riely, M.D. 
William Tarun, M.D. 
William H. Daniels, M.D. 
Frank Martin, M.D. 
John Staige Davis, M.D. 
Chas. Reid Edwards, M.D. 
Gideon Timberlake, M.D. 
John P. Bell, D.D.S. 

Roentgenologists 


J. Fletcher Lutz, M.D. 
Henry J. Walton, M.D. 


1102 North Charles Street 


The Kernan Hospital for Crippled Children 


BALTIMORE, MARYLAND 


One of the largest and best equipped Orthopaedic Hospitals in the country. 
sixty-five acres, containing private herd of cows, poultry, vegetable garden, parked lands and play 


The grounds cover 


STAFF 

Attending Physicians 
Benjamin Tappan, M.D. 
A. Duvall Atkinson, M.D. 
Irving J. Speer, M.D. 
Jno. R. Abercrombie, M.D. 

Consulting Surgeons 
W. S. Halsted, M.D. 
John M. T. Finney, M.D. 
Randolph Winslow, M.D. 

Consulting Physicians 
Lewellys F. Barker, M.D. 
Thomas R. Brown, M.D. 
W. S. Thayer, M.D. 


Pathologist to the Staff 
Howard J. Maldeis, M.D. 


The Surgical Building 
For particulars and terms of admission, address 


Baltimore, Maryland 
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The South Memphis 
Hospital 


for the treatment of cancer and other new 
growths by diet, medicine, electricity, x-ray, 
radium and other recognized methods. 

For rates, terms, etc., address 


F. REESE KENTON, M. D., 
508-9 Bank of Commerce Bldg., 
Memphis, Tenn. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


Associate Medical Director 
KERRVILLE, TEXAS 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 

A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


‘Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital 
for the care and protection of young 
women during pregnancy, confine- ; 
ment and gynecological 
treatment. 


A nursery for the proper care of babies. 
Patients accepted any time during gestation. 


Adoption of baby when arranged for. 
Open to all ethical physicians. 


For further particulars, address, 


SUPERINTENDENT, 
1547 West Main St. Phone Maple 455. 


OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., 
Medical Director, 


Phone Walnut 1088 


314 Colcord Bldg. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 


One Hundred Twenty-five Beds. 
Four Hundred Bath Capacity Daily. 
A modern institution equipped with all the 
latest laboratory, X-ray and _ physio-therapy 
methods used in the diagnosis and treatment of 
chronic diseases... A graduate doctor in charge 
of each department—thus utilizing teamwork. 
= hot water is similar to the famous Carls- 
bad. 
STAFF 
Dr. J. W. Torbett—Superintendent, Diagnosis 
and Treatment. 
Dr. O. Torbett—Diagnosis and Treatment. : 
Dr. W. K. Logsdon—Urology, Rectal and Skin 
Diseases. 
Dr. Mary L. Webb—General Chronic Diseases 
and Gynecology and Corrective Gymnastics. 
Dr, F. A. York—Chest Diseases. 
Dr.Edgar P. Hutchings—Eye, Ear, Nose and 
Throat. 
Dr. J. B. White—Roentgenology and Gastro- 
enterology. 
Dr. Cromwell Rogers—Pathologist. 
Dr. L. P. Robertson—Dentist. 
Dr, H. H. Robertson—Dentist. 
For further information write for folder to 
TORBETT SANATORIUM, Marlin, Texas. 
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ANNOUNCING THE 
REORGANIZATION OF 


ST. ELIZABETH’S HOSPITAL RICHMOND, 
UNDER THE GROUP SYSTEM 


Announcement is made of the inauguration at St. Elizabeth’s of a policy of expansion to meet the steadily in- 
creasing utilization of the services of this hospital. 

The staff has been increased, and the equipment has been greatly augmented. St. Elizabeth’s is now open as a 
private medical and surgical hospital, with the most modern prerequisites for surgical work, and for medical and 
neurological examination, diagnosis and treatment. A department of urology fills a long felt need. The X-ray labo- 
ratory is fully equipped. The clinical laboratory is prepared to do routine work, bacteriology, pneumococcus group- 
ing, asthma and hay fever tests, blood chemistry, etc. Folin’s ‘‘blood system” is routine. 

The addition to the staff of a trained dietitian from Columbia University and the Peter Bent Brigham Hospital, 
Boston, will allow the preparation of special diets to suit the individual requirements of each case. Dietaries in dia- 
betes and nephritis are arranged by a dietitian of wide experience. 
J. Shelton Horsley, M. D., Austin I. Dodson, M. D., 

Surgery and Gynecology. Surgery and Urology. Clinical Pathology. 
Warren T. Vaughan, M. DP. Fred M. Hodges, M. D., Nellie H. Van Dyke, B. S., 
Internal Medicine. Consulting Roentgenologist. Dietetics. 
For information, address: MYRA E., STONE, R. N., Superintendent. 
JULIAN P. TODD, Business Manager. 


Margaret Tholens, B. A., 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, “Bright’s Disease,’”’ 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala, 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


CURRAN POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 

fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
troubles, drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 


ment. 

Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 

quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 

cians and nurses, under the immediate supervision of the Medical Superintendent. Special 

laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 

duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 

Rates include treatment, board, medical attention and general nursing. The Sanatorium is 

supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Incorporated 
Established 1890 


LOUISVILLE. KENTUCKY 


Long Distance Phones 
115 West Chestnut St. 


CUMB. M. 2122 HOME 2122 


A. THRUSTON POPE 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


WESLEY HOSPITAL 


12th and Harvey Streets, OKLAHOMA CITY, OKLAHOMA 
CONDUCTED BY THE OKLAHOMA CITY CLINIC 


With the diagnostic equipment at our disposal we are prepared to assist in working out 
obscure and complicated cases. 


CLINICAL PATHOLOGICAL AND CHEMICAL 
LABORATORY 


A laboratory completely equipped in all depart- 
ments so that all classes of clinical bacteriolog- 
ical, pathological and chemical work can be done 
in the one laboratory. 

Our laboratory personnel are thoroughly trained. 
have had many years’ experience in laboratory 
work and spend all their time in this special line. 


Partial Fee Table 


Wassermann Test 
Autowenous Vaccines 
Tissue Diagnosis 
Blood smears 

Sputum 
Pus smears 
Pasteur treatment, 21 25. 00 
Blood chemical tests, single . 3.06 
Blood chemical tests, complete.......................... 20.00 


Fees for other work in proportion. 
All classes of chemical analytical work. 
Daily Wassermann “runs’’ except Sundays. 


F . Bleeding tubes, sterile containers, cul- 
ree: ture media, instructions for collecting 
and mailing specimens. 


. adjunct to surgery. 


X-RAY DIAGNOSTIC DEPARTMENT 


An up-to-date, fully equipped Radiological 
Laboratory. 


Radiologist, especially trained for gastro- 
intestinal and renal diagnosis. 


We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio- 
graphs on each case. 

Renal work is supplemented with ureteral lead 
catheters and pylographic injection = the kidney 
pelvis when necessary. 

Fluroscopic examination and stereograms of 
chest and all bone work. 


RADIUM AND X-RAY THERAPY 


Amply equ.pped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 


Members of the Clinic 


Dr. A. L. Blesh 

Dr. W. W. Rucks 
Dr. M. E. Stout 

Dr. J. Z. Mraz 

Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 
Dr. J. Southgate 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 

This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 


A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 
Training school for nurses. 


APPALACHIAN HALL: 


AN INSTITUTION FOR 
THE TREATMENT OF 
NERVOUS DISEASES 


We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Deparcment. 
Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 


: ASHEVILLE, N. C. 


APVISORY BOARD 
Dr. C. V. Reynolds 
Dr. M. H. Fletcher 
Dr. C. L. Minor 
Dr. W. L. Dunn 


DR. WILLIAM RAY GRIFFIN 
DR. BERNARD R. SMITH 
Physicians in Charge 
Miss V. E. Lively 
Supt. of Nurses 
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The Buie Clinic and Marlin | 


Sanitarium-Bath House 


connecting with 


The Arlington Hotel 
MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 


L. M. Smith, M.D., Urology and Syphilology, 
S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 
Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


‘The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and _ thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALU E. BAKER, M D., F.A.C.S. 
Surgeon in Charge 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
172 Capitol Ave., ATLANTA, GA. 


Physiotherapeutic,Dietetic, 

Two of its features: 

Treatment of Dia- 

betes. (Allen Method) 


Rest and Fattening 
Cure. (5 lbs. per week) 


Rates, $35 to $50 per 
week. Good cuisine. 


Homelike resort atmos- 
phere. 


Laboratory facilities. 
Modern equipment. 


For Information and Reprints 
address 


W. W. BLACKMAN, M. B. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 


. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 
Dr. W. W. Winters 
. H. 8. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 


Inquiries appreciated. Illustrated booklet on application. 
DR. W. S. RUDE, Medical Director. 


RIDGETOP, TENN. 
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Altitude 1850 Feet Mild Winters Breezy Summers Abundant Sunshine 


THE CORNICK SANATORIUM—For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 

An institution for the. care and treatment of early stage cases of pulmonary tuberculosis. Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with their family physician. FOR RATES AND OTHER 
INFORMATION, ADDRESS THE MEDICAL DIRECTOR. 


THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 


The Staff combined under Group System in 1919, and the equipment greatly improved with the most up-to-date 
facilities for thorough \ Diagnosis, and Surgical, Radium and Medical Treatment. Capacity, eighty-five beds. 


STAFF 


8. B. Whitlock, M.D. 
Roentgenologist. 
G. Bentley Byrd, M.D. 
Obstetrics. 
Daphne Conover, B.A. 
Pathologist and Laboratory Technician. 
L. L. Odom, R.N. 
Superintendent. 
S. 8S. Preston, R.N. 
Assistant Superintendent. 


Southgate Leigh, M.D., F.A.C.S. 

Surgerv and Gynecology. 
James H. Culpepper, M.D. 

Surgery and Orthopedic Surgery. 
Stanley H. Graves, M.D., F.A.C.S. 

Genito- Urinary and Rectal Diseases. 
Frederick C. Rinker, B.A., 

Internal Medicine and Diagnosis. 
Harry Harrison, M. 

Internal Medicine and N-O Anaesthesia. 


TRAINING SCHOOL FOR NURSES 


THE MERIWETHER HOSPITAL AND TRAINING SCHOOL FOR NURSES, Inc. 
24 GROVE STREET, ASHEVILLE, N. C. 


A thoroughly equipped and modern Hospital for 
Surgical, Gynecological, Medical, and Obstetrical 
Cases. 
All modern conveniences, such as vacuum 
cleaners, electric elevators, sun porches, etc. Two 
thoroughly equipped operating rooms. Open entire 
year. 


DIRECTORS 


Dr. Ben M. Meriwether, President; Dr. E. R. 
Russell, Vice-President; Dr. Clyde E. Cotton, Secre- 
tary; Dr. W. J. Hunnicutt, Treasurer; Dr. M. L. 
Stevens, Dr. Arthur F. Reeves, Dr. Eug. B. Glenn. 


STAFF 


Meriwether, Dr. . T. Pritchard, r. rthur F. 

Reeves, Dr. J. L. Adame. GASTROENTEROLOGY: Dr. A. W. Calloway. 
DERMATOLOGY: Dr. C. W. Brownson. 


MEDICAL: Dr. P. Ambler, Dr. Clyde 
E. Cotton, Dr. M. Stevens, . J. Hunnicutt, DISEASES OF THE RECTUM: Dr. 


PEDIATRICS: Dr. L. W. Elias. 


EYE, EAR, NOSE AND THROAT: Dr. E. R. Rus- 
sell, Dr. J. B. Greene, Dr. R. H. Buckner. ANAESTHETIST: Dr. W. J. Hunnicutt. 
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BIRMINGHAM INFIRMARY 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients, All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs, B. E. Golightly, R.N., Superintendent. 


Long Distance Phone, West End Pr. Exchange 980 
BIRMINGHAM, ALA. DR. W. C. GEWIN, Surgeon in Charge 


Radium-Therapy Department Pathological Department 


of e 
The Birmingham Infirmary Birmingham Infirmary 
Established 1916 | BIRMINGHAM, ALA. 


Fully equipped for every test 


Radium in any form for the ther- 
apeutic administration of clinical value. Only standard 
where indicated. 


_| methods used. Fee list, media, 


Address communications to 


Birmingham Infirmary 
BIRMINGHAM, ALA. 


Dr. W. C. Gewin, President 
Dr. H. F. Wilkins, Radiologist JOHN V. MIX, Director 


sterile containers and instrue- 


tions for shipping specimens 


upon request. 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


Diseases. 

A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 


water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 
(Positively no Insane or Tubercular Persons are Admitted) 


Ghe Ilo WS 


An ethical seclusion maternity home and hospital 
for unfortunate young women. Patients accepted 
J any time during gestation, Adoption of babies when 
arranged for. Prices reasonable. Write for 90- 
page illustrated booklet. 
MAIN ST. Che Willows 
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LYNNHURST SANITARIUM 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery. Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture ‘and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


Ss. T. RUCKER, M.D., Director Medical Dept. 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental 
diseases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 
tor. 


Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, III. 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireprocf 
BYRON M. CAPLES, M. D., Supt. 


Waukesha, - Wisconsin 
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ARLINGTON HEIGHTS SANITARIUM 


P.O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


OCONOMOWOC 


OCONOMOWOC HEALTH RESORT WISCONSIN 


For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natural park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet readily acces- 
sible. A beautiful country in which to convalesce, 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, thé comfort and welfare 
of the patient having been provided for in every respect. The bath 
department is unusually complete and up-to-date. Work-therapy 

and re-educational methods applied. 
} Number of patients limited, assuring the personal attention of 
the resident physician in charge. 


New Building Absolutely Fireproof Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addict ions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Ciub. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. Cc. W. Stevenson, M.D., Res. Physician. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY - 


FOR THE DIAGNOSIS AND THE DIETETIC, MEDICAL ANP EDUCATIONAL TREAT- 3 
MENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION. 


THE DIETETIC INFIRMARY HAS NO OPERATING ROOM BUT CONVALESCENT 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOSIS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INFIRMARY IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE. TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 


IT 1S LOCATED ON BIRMINGHAM'S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE. 


FOR FURTHER INFORMATION ADDRESS DR. SEALE HARRIS AT 804-808 
EMPIRE BUILDING, OR DR. SEALE HARRIS' DIETETIC INFIRMARY, HIGHLAND AVENUE 
AND SYCAMORE STREET, BIRMINGHAM, ALA. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases, , 


THE HENDRICKS - LAWS SANATORIUM, ‘ress?’ one of the most modern 


and thoroughly equipped 
FOR TUBERCULOSIS private institutions for 
the treatment of tubercu- 
losis. High-class accom- 
modations. Fireproof con- 
struction. Individual 
sleeping porches. Excel- 
lent cuisine. Altitude 4000 
feet. Climate ideal all of 
the year. For further in- 
formation, address 


M. R. HARVEY 
President 


CHAS. M. HENDRICKS 


J. W. LAWS 
Medical Directors 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For Nervous and Mental Diseases, General 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
baths. Patients have many recreations such ag 
tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta, 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bidg. Atlanta, Ga. 


PETTEY & WALLACE 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 
A quiet, home-like, private, high-class institution. 
Licensed. Strictly ethical. Complete equipment. 
Best A dations 

Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 


method 
Detached building for mental patients. 


7 


City Vie 


Sanitarium 


(Established 1907) 
JOHN W. STEVENS, M.D. 
Physician-in-Charge 
Telephone Main 2928 
Rural Route No. 1 Nashville, Tennessee 


For the Treatment of MENTAL and 
NERVOUS DISEASES and ADDIC- 
TIONS. 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for e 

sex. A thoroughly modern and fully oni 
private hospital, operating under state license. 
Large, commodious buildings offering accommo- 
dations to meet the desires of the most exacting. 
Situated out of town in a quiet, secluded place. 
Large, shady grounds. Specially trained nurses. 
Two resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 


TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 

walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 


Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. { 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


Shortle’s Albuquerque Sanatorium 


FOR TUBERCULOSIS 


ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


s | A private sanatorium where the closest personal attention is 
meee) given each patient. Complete laboratory and X-Ray equipment 

for diagnostic purposes. Compression of the lung and sun-bath 
treatment after the methods of Rollier. Steam heat, hot and cold 
water, electric lights, call bells, local and long distance tele- 
phones and private porches for each room. Bungalows if desired. 
| Situated but 1 1-2 miles from Albuquerque, the largest city 
and best market of New Mexico, permits of excellent meals and 
service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


THE POTTENGER SANATORIU FOR DISEASES OF THE 


MONROVIA, CALIFORNIA 


LUNGS AND THROAT 

A thoroughly equipped institution 
for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
ger, A.M., M.D., LL.D., Medical Direc- 
tor. J. E. Pottenger, A.B. M.D., 
Assistant Medica] Director and Chief 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: ‘ 


POTTENGER SANATORIUM, 
Monrovia, California. 
Non a Los Angeles Office: 1100-1101 Title Ine. 


Bidg., Fifth and Spring Streets. 
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The Cincinnati Sanitari 
Inc. 1873 
For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 
F. W. Langdon, M.D., 
Visit. Consultant 
Cc. B. Rogers, M.D., 
Resident Medical Director 
H. P. COLLINS, Business Manager Egbert W. Fell, M.D., 
Box No. 4, College Hill Res. Clinical Director 
CINCINNATI, OHIO 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents. 


Completely 
equipped for hy- 
drother- 
apy, massages, 
ete. 
C uisineto 
meet individual 
needs, 


F. W. Langdom, 
M.D., Visiting 
Consultant 
Egbert W. Fell, 
M.D., Resident 
Clinical Direc: 
tor 


Cc. B. Rogers, 
M.D., Resident 
Medical Direc- 

tor 


H. P. Collins 
Business Man- 
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RADFORD, VIRGINIA 

The Hydrotherapy Department is complete in every 
detail. Continuous Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronie 4 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial i 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. odern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients, 


For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 1 


Glenwood Park Sanitarium, 


10 SUCCEEDING TELFAIR SANITARIUM 


irec: The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 

entire freedom from the noise and distraction incident to city life. 

s CLASS OF PATIENTS--Those who need —_ to overcome the bondage of habit. Rest from over- 

id work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 

ident any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 


irec- habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
pecan mae and exercise, with such other remedies as are calculated to assist nature in the work of 
estoration. 
ns Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
Man- in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 
nervous affections due to uterine or ovarian disorders. 
For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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ATLANTA RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 


nadium for the treatment of conditions in which the use of radium is 
indicated. 


For particulars address, 
COSBY SWANSON, M. D., Medical Director 


Dady Mary 


FOR SECLUDING AND PROTECTING 


LABORATORY Respectable Unmarried Pregnant Women 


through confinement. Baby placed for legal adop- 


1207-11 Empire Building tion if arranged. City and State License. 
Correspondence confidential. | For details, address 
BIRMINGHAM, ALABAMA TheLADY MARY MATERNITY HOME, Birmingham, Ala. 


Dr. J. E. Garrison, Physician in Charge 


MATERNITY HOME | 


Confinement in Seclusion 
Recommended by City Welfare Board. 
Address 


DR. J. A. MEADOWS, MRS. T. F. DIXON, 
3401 Carpenter St., 


Dallas, Texas. 
Phone Edgewood 1514. 


Director 


The Southern Radium Clinic, Inc. 


CUSHACHS BUILDING 
NEW ORLEANS, LOUISIANA 


DR. ROBERT BERNHARD STAFFDR. HENRY LEIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P, J. CARTER DR. PAUL T. TALBOT 
DR. ANSEL M. CAINE DR. H. W. E. WALTHER 
DR. PETER GRAFFAGNINO . DR. ARTHUR LEE WHITMIRE 


DR, J. RAYMOND HUME 


DR. CHAS. H. VOSS, Radio-Therapist 


ADDRESS COMMUNICATIONS TO 
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RADIUM THERAPY ||| The Radium Institute 
in connection wit of New Orleans 
NEWELL & NEWELL In Connection With 
Sanitarium TOURO INFIRMARY 


DIRECTING BOARD 


Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohlmann 
Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 
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705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- Dr. F. W. Parham Mr. A. B. Tipping 
ment of all conditions in which Radium is 
indicated. For the treatment of conditions in 
which the use of Radium is indi- 
SANITARIUM STAFF - rated. 


E. T. Newell, M.D. All correspondence should be addressed to 


E. D. Newell, M.D. : ' 
: the Radium Institute. 

G. P. Haymore, M.D. e ium Institu 

T. C. Crowell, M.D. DR. E.C.SAMUEL, A. B. TIPPING, 


Radio-Therapist. Secretary. 


J. Marsh Frere, M.D. 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
_ BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 


definitely established. 


Address: 


Dr. WALTER A. WEED, Director 
425 Woodward Building, Birmingham, Alabama 
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ommended. 


Address 


Washington Radium & X-Ray 
Laboratory 


WASHINGTON, D. C. 


For the treatment of all malignant and benign lesions in which 
Radium, massive doses of X-ray and Fulguration have been rec-- 


DR. C. AUGUSTUS SIMPSON, 
1219 Connecticut Ave., Washington, D. C. 


SCHOOL OF OPHTHALMOLOGY 
HERMAN KNAPP MEMORIAL EYE HOSPITAL. 


The following all-day course extending over a period 
of three months is open to qualified medical practi- 
tioners. On completion of the course a certificate of 
attendance is granted to the student with the privi- 
lege of remaining three months as an assistant in 
the clinic. 


1. Daily Clinics in Dis- 6. External Diseases of 
pensary the Eye 

2. Refraction 7. Operative Surgery 

3. Muscular Anomalies 8. Physiological Optics 

4. Ophthalmic Quizes 9. Pathology 

5. Ophthalmoscopy 10. Ophthalmic Neurology 


The course begins October, January, April and July. 
A vacancy occurs on the House Staff July, 1921. 
DR. G. H. GROUT, Secretary 
500 W. 57th St., New York City, N. Y. 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates in Medicine 
Will be given as follows: 
1—Hospital and Dispensary instruction diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 
3s—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 
skin diseases and new growths, including clin- 
ical methods for the demonstration of the 
commoner parasites. 
5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 
301 E. Nineteenth Street, NEW YORK CITY 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 
J. R. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


Nashville Private 
Maternity Hospital 


For the care and protection 
of unfortunate young women. 
DR. J. H. PRESTON, Physician 


Address: MRS. L. SWEENEY 
1230 Second Avenue, South 
Phone, Main 3791 NASHVILLLE, TENN. 
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UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


The Graduate School of Medicine 


Eighty-third Annual Session begins Sept. 
20, 1920. Entrance requirements for the of the 
1920-21 session—two years of College work 
including Physics, Chemistry, Biology and 


English, in addition to the tifteen units’ | University of Alabama 


work in an acredited, standard high-school. 
The two-year premedical course of in- 

struction is given in the Academic Depart- | Announces special courses 

ment of the University. A combined B.S.,- 

M.D. degree granted after two years of 

study in College of Arts and Sciences and | | Jp Medical and Surgical Diagnosis 


four years in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean. 


HENRY ENOS TULEY, M.D., 
Louisville, Ky. 


For further information address the Dean 


JAMES S. McLESTER, M. D. Dean 
930 South 20th Street 
BIRMINGHAM 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages. 


Chemistry, Biology and Physics, in addition to an approved four year high school course. 
Facilities for Teaching—Abundant laboratory space and equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 
The next regular session will open October 1, 1921. 
For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate Schvol of Medicine. 
Louisiana Post-Graduate School of Medicine. 
Offers courses in all branches of medicine and surgery. 
Special facilities for courses in the Eye, and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. 
Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 


South. 
Students admitted to all courses throughout the year. 
JAMES M. BATCHELOR, M.D., President. JOSEPH A. DANNA, M.D., Secretary. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orieans, La. 
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An Opportunity 


Is Offered Physicians 
To Clinically Test The Efficiency 
Of 


BENZYL BENZOATE 
Prompt Antispasmodic 
To 


Smooth Muscular Tissue 


Upon request, we will send physicians condensed literature and 
specimens of benzyl benzoate preparations with our compliments. 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


Pituitary Liquid 
is the perfect preparation of 
Posterior Pituitary active 
principle. It, too, is without 


An Incomparable Product 


The Suprarenalin preparations are now 


give results. Powder 2 and 
5 gr. capsules and 2 and 5 
gr. tablets. 


Surgical Catgut Ligatures 


Plain and chromic, regular 
(60 inch) emergency (20 
inch) Iodized (60 inch) 
Strong and sterile. 


LABORATORY 


\ PRODUCTS 


preservatives—% c. c. obstet- available. 
rical, 1 c. c. surgical. 1 ial 
Corpus Luteum uprarenalin Powder - - - 1 grain vials 
Suprarenalin Solution, 1:1000 - 1 oz. bottles 
is true substance and will Suprarenalin Ointment, 1:1000 - - tubes 


Suprarenalin designates the astringent, 
hemostatic and pressor principle of the 
Suprarenal Gland as isolated by the 
Armour chemists. 


Suprarenalin Solution is the incomparable 
preparation of the kind. It is water-white, 


stable and non-irritating and is entirely 


free from chemical preservatives. 


Suprarenalin ointment is bland 
and its effects very lasting. 


ARMOUR COMPANY 


CHICAGO 
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SOME OBSERVATIONS ON SPRUE 
AND ITS PREVALENCE IN 
THE SOUTH*+ 


By SIDNEY K. SIMON, M.D., 
New Orleans, La. 


The history of sprue can be traced back 
to as early a period as 1766, when Hil- 
lary, an English surgeon practicing in the 
Barbadoes, described a number of cases of 
so-called “‘white diarrhea,” which bear a 
close resemblance to the disease as we 
know it today. For nearly a century fol- 
lowing this, no further reference to the 
malady can be found in the literature, 
though there is no reason to believe that 
the disease has not existed for indefinite 
periods of time in many if not all tropical 
countries. Much of the early history has 
no doubt been lost in a confusion with 
other tropical conditions of somewhat sim- 
ilar clinical nature, such as pellagra and 
hill diarrhea, while the recent records have 
been obscured in a maze of complicated 
nomenclature, including such terms as 
Ceylon sore mouth, scorbutic diarrhea, 
cachexia aphthosa and endemic diarrheas 
of warm countries. 

; The word “sprue” is an English corrup- 
tion of the Dutch “spruw,” a term applied 
by the natives of Java to characterize the 
constant presence of mouth lesions. 


*From the Department of Clinical Medicine, 
Tulane University. 

+President’s Address, Southern Gastro-Entero- 
logical Association, meeting conjointly with South- 
ern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 


DIAGNOSTIC METHODS, ETC. 


The first accurate description of the dis- 
ease appeared in 1853 in a paper pub- 
lished in the “Indian Annals of Medical 
Science,” by Alexander Grant, an English 
surgeon. Grant drew a parallel between 
the hill diarrhea, then, as now, prevalent 
in certain districts in India, and another 
group of cases of so-called diarrhea alba, 
corresponding to our present conception 
of sprue. 

In 1880, Sir Patrick Manson published 
a series of “Notes on Sprue,” describing a 
number of cases he had observed during a 
sojourn in southern China. This consti- 
tuted the first definite use of the term 
“sprue” in the English literature. 

Since then, and up to the present time, 
numerous case records have appeared ema- 
nating principally from the tropical re- 
gions of the East, where the disease pre- 
vails most extensively. The presence of 
sprue in the Western Hemisphere, al- 
though hinted at by Hillary in 1766, has 
nevertheless been accorded rather tardy 
recognition. This is plainly evident from 
a statement made by Carnegie Brown, a 
thorough student of the disease, as late as 
1908, to the effect that it was questionable 
to his mind whether genuine sprue ever 
originated in any part of the world except 
in the tropical and subtropical region of 
the countries of eastern Asia and the Ma- 
lay Peninsula. Probably the first appear- 


ance of sprue recorded in the United States 
was made by Graham, of Savannah, Ga., 
in 1905. Shortly after, Harris, of Atlanta, 
published an account of a number of cases 
which he found to have originated in Geor- 


gia. 


In 1912, Wood called attention to 
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the confusion then existing between pel- 
lagra and sprue, a mistake that Searcy, of 
Alabama, had fallen into some time before 
in describing a number of cases as pel- 
lagra which belonged most probably under 
the diagnosis of sprue. 

In 1911, the writer reported a case of 
probable sprue before the American So- 
ciety of Tropical Medicine which presented 
a number of interesting details: 


The patient was an American male who had 
resided several years in Porto Rico and who re- 
turned to this country in an almost moribund 
state. The probable diagnosis of sprue was made 
from the typical mouth lesions and characteristic 
type of stools. Unfortunately, a could 
not be obtained in this case, although the clinical 
history and physical signs, to my mind, pointed 
unmistakably to sprue. In the course of the 
discussion which followed the presentation of this 
case the point was stressed by those in attendance 
that the condition was poorged of pellagrous 
origin. A vigorous denial was uttered to this by 
a medical missionary from China, who happened 
to be present at the meeting and who proclaimed 
that he himself was at the moment a victim of 
sprue and was thoroughly familiar with its clin- 
ical manifestations. In order to stress his views 
more forcibly, he offered to demonstrate, then and 
there, the typical mouth lesions of the disease 
for the benefit of the Society. 

The most important contributions to the 
study of sprue in the Western Hemisphere 
have come from our Army officers in Porto 
Rico. As early as 1909, Ashford became 
impressed with the great prevalence of 
the disease in that country which had pa- 
raded for a long time under the native 
Spanish term “descomposiciones del intes- 
tino” or decomposition of the bowels. 
Ashford soon came to the conclusion that 
sprue was one of the genuinely common 
tropical diseases of Porto Rico and made 
it a subject of special study both from the 
standpoint of its clinical manifestations 
and its etiology. 

Similar studies made in other countries 
within the West Indies group would prob- 
ably exhibit as great incidence of the dis- 
ease as has been shown to exist in Porto 
Rico. 

The extent of the distribution of sprue 
within the subtropical sections of our own 
country has not, up to the present time, 
been accurately measured. In 1915 Wood, 
of Wilmington, N. C., gathered the records 
of all published cases in this country up 
to that time and expressed himself as 
strongly imbued with the belief that the 
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disease remained, for the most part, un- 
recognized and existed to a far greater ex- 
tent among us than was indicated by the 
few scattered case reports. My own ob- 
servation within recent years has led, me 
to similar conclusions. 

During the past four months three cases 
have come under my observation in each 
of which the disease apparently originated 
within the states of Louisiana and Missis- 
sippi. The clinical details of these cases, 
I believe, upon careful analysis will dem- 
onstrate their identity to sprue as de- 
scribed by those who have become familiar 
with the clinical aspects of the disease in 
the tropics. My main purpose in dealing 
with the subject at the present time is to 
call renewed attention to the existence of 
the disease within our midst in the Svuth 
and to make a further plea for a greater 
degree of alertness in detecting its pres- 
ence. To promote efforts along this line, 
a brief summary of the chief clinical fea- 
tures of the disease may not prove alto- 
gether without value. 


CLINICAL FEATURES 


The clinical features of sprue are in 
general quite characteristic and, under or- 
dinary circumstances, no difficulty should 
be experienced in differentiating the F onl 
ease from other morbid conditions affect-' 
ing the digestive tract. In a well advanced 
case, four cardinal groups of symptoms 
may be recognized: 

1. An intensely red, desquamated, raw- 
beef type of tongue, accompanied in most 
instances by a general ulcerative stoma- 
titis. 

2. A greatly inflated abdomen, doughy 
in consistency, with enlarged intestinal 
coils often visible through the thinly 
stretched abdominal wall. 

3. A chronic fermentative type of diar- 
rhea characterized by unusually copious, 
pale-yellow and foul-smelling stools. 

4. progressive deterioration of 
strength, accompanied in most instances 
with marked pallor. 

The symptom picture is by no means 
constant. It shifts from one section of 
the digestive tract to another in a most 
irregular manner. The diarrhea, for ex- 
ample, will be found at times to subside 
for periods of weeks, during which time 
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the tongue will frequently break out with 
most intense signs of irritation.. Some 
authors refer to these intermittent phases 
of the disease in terms of “‘tongue sprue,” 
“gastric sprue” or “intestinal sprue,” de- 
pending upon the particular part of the 
digestive tract which, for the time being, 
is in a state of eruption. I have seen a 
raw, bleeding and highly irritative type 
of tongue suddenly assume a smooth and 
shiny appearance and return to an almost 
normal state within a space of two or three 
days. This rapid progression and retro- 
gression of lesions affecting various parts 
of the digestive tube serve to differentiate 
the disease from other similar morbid 
states of the gastro-intestinal canal, such 
as pellagra. 

While the above is fairly representative 
of the well established disease process, it 
should be understood that during the ear- 
lier stages the manifestations are rather 
insidious and uncertain. The patient, as a 
rule, first appears with a history of some 
simple and apparently trivial derangement 
of the digestive tract, complaining, per- 
haps, of a mild, evanescent type of stoma- 
titis, or of a passing fermentative dyspep- 
sia, accompanied by a diarrhea of pale 
stools with particularly foul odor. Again, 
it is the increased feeling of weakness or 
dizziness, often with pallor, that prompts 
the patient first to seek medical aid. It is 
of great importance to recognize the dis- 
ease during these early phases, if possible, 
since treatment is much more effective 
TT during the advanced or terminal pe- 
riod. 

The clinical manifestations to be sought 
for in the diagnosis may be found under 
the following heads: 

Mouth and Tongue.—The onset of the 
mouth lesions constitutes usually the first 
evidence of the disease to attract attention 
of the patient. Upon careful questioning, 
however, a mild type of diarrhea will, as 
a rule, be found to have existed for some 
months prior to the outbreak of the dis- 
turbances in the mouth. 

The tongue in sprue, while not definitely 
typical, is, upon the whole, rather dis- 
tinctive. It is firm and usually smaller 


than normal. During periods of acute ex- 
acerbation the epithelial coating is found 
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almost completely denuded, leaving a raw, 
granular-like surface which shows a ten- 
dency to bleed upon the slightest trauma. 
The papillae often suffer complete efface- 
ment and, eventually, deep fissures make 
their appearance upon the dorsum and ex- 
tend over the borders and under surface. 
Isolated ulcers are rare upon the tongue, 
though not infrequently the buccal mucosa 
wiil show irregular ulcerative patches of 
the aphthous type. There is a sensation 
of burning in the mouth with diminution 
of secretion and consequent dryness. The 
patient complains bitterly of the distress 
experienced when food is taken, especially 
in the presence of articles of a sapid pun- 
gent character. In many instances, as 
mentioned previously, the mouth and 
tongue lesions subside suddenly and with- 
out apparent cause, with a coincidental 
outbreak of gastric and intestinal disturb- 
ances, substituting, as it were, one dis- 
tressing set of symptoms for another. 


Stomach.—A burning sensation in the 
epigastric or substernal region is com- 
monly present at certain periods. This is 
caused by a hyperesthesia of the gastric 
mucosa since the gastric juice itself is usu- 
ally found to be sub-acid in sprue. Nau- 
sea may also be complained of, though 
vomiting is rare. Ashford mentions two 
instances of severe hematomesis among 
his cases caused, he believed, by capillary 
oozing from the denuded stomach mucosa. 

Intestinal Tract.—From the proctoscopic 
appearance of the lower segment of the 
bowel, it is evident that the lesions in the 
intestinal tract are of quite similar nature 
to those found on the tongue. Here again 
one finds a denudation of the epithelial 
layer resulting in a raw, excoriated mu- 
cosa. Different segments of the bowel are 
affected in this manner so that while the 
small intestine becomes the seat of erup- 
tion, so to speak, the large intestine may 
be comparatively free of active lesions, or 
vice versa. 


The diarrhea which attends the localiza- 
tion of the disease along the intestinal 
tract is of a highly characteristic nature. 
The evacuations occur mostly during the 
morning hours, affording the patient com- 
parative relief during other periods of the 
day. Tenesmus is rarely present and there 
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is likewise a singular absence of intestinal 
colic. The stools are extremely volumin- 
ous, often occasioning surprise on the part 
of the patient who can not understand 
where the quantity can come from consid- 
ering the comparatively small amount of 
food ingested. The copious character of 
the stool, however, is more apparent than 
real since it consists, for the most part, of 
froth or gas bubbles. The stool, as a 
whole, is homogeneous and rather gummy 
in consistency, which is due to an inter- 
mixture with mucus. The color is pale- 
yellow to grayish-white and the odor is 
markedly fetid. The absence of color sug- 
gests a deficiency of biliary secretion, but 
chemical analysis shows the presence of 
bile in normal quantities. The stools vary 
in number, but seldom exceed six to ten 
within twenty-four hours. 


The microscopic examination of the 
stool reveals the presence of an increase in 
the fat elements, mostly in the form of 
fatty acid crystals and soaps. Authorities 
differ as to the fat contént of the sprue 
stool, but the average percentage is 75, 
showing the great deficiency in absorption. 
The carbohydrate and protein elements of 
the food do not, as a rule, appear in ab- 
normal amounts in the stool. In addition 
to the increase of fat, great numbers of 
yeast cells are commonly to be found in 
the fecal contents. 


Liver.—With the advance of the disease, 
the liver shows a progressive decrease in 
size. This is the result of atrophic changes 
involving the organs as a whole, and a 
shrinkage is generally unifrom. No nodu- 
lations appear and, in fact, cirrhotic 
changes are entirely absent. - The patient 
likewise experiences no sensation of dis- 
comfort in the liver region and there is no 
objective evidence of interference with the 
circulation. 


Pancreas.—On post-mortem examina- 
tion the pancreas is seldom found to be 
involved in typical cases of sprue. It is 
necessary to call especial attention to this 
fact because in certain types of pancreatic 
disease the stools may assume a character 
quite similar to those found in sprue. 
There is, upon the whole, little justifica- 
tion for the belief held in some quarters 
that the pancreas plays a direct role in 
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the etiology of the disease. Most authori- 
ties agree that the pancreatic ferments are 
usually present in normal amounts in the 
feces in sprue. 


In a special study of the three cases re- 
cently observed by me, I was not able to 
demonstrate a deficiency of the pancreatic 
enzymes either by direct aspiration of the 
duodenal contents or by examinations 
made with specimens of the voided stools. 

Anemia.—In the majority of instances 
chronic sprue is attended by a marked de- 
crease in the number of red blood cells 
and hemoglobin content. Ashford esti- 
mates the average count as three to four 
million reds with 51 to 75 per cent hemo- 
globin. In the three cases that came un- 
der my observation, the anemia was of 
more marked degree, in one case register- 
ing as low as one million and a half reds 
with 40 per cent hemoglobin. The disease, 
in fact, is not infrequently confused with 
pernicious anemia, a point that has been 
especially stressed by Wood in a recent 
contribution. Is it not possible after all 
that many of the so-called cases of chronic 
or pernicious anemia in our section, ac- 
companied by mouth and intestinal lesions, 
are, in fact, of sprue origin? This point 
is worthy of serious consideration by 
Southern physicians. 


ETIOLOGY 


The cause of sprue has given rise to 
considerable discussion almost since the 
time of the recognition of the disease as 
a distinct entity. The early investigators 
laid particular stress upon the dietary, be- 
lieving certain types of food played a role 
in the etiology of the disease. While it is 
true that the dietary does assume consid- 
erable importance in the therapeutic man- 
agement of the malady, proof is lacking 
that the disease owes its origin to any spe- 
cial food element or to a deficiency in vi- 
tamin content as is the case with pellagra 
or beriberi. The morbid lesions bear ev!- 
dence of a microbic origin, though careful 
examinations of the stools by competent 
observers have shown an absence of spe- 
cific organisms, either bacterial or proto- 
zoal, 


In 1915, Ashford claimed the discovery 
of a new species of Monilia which he found 
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uniformly present in the scrapings from 
the tongue in a number of patients suffer- 
ing with sprue in Porto Rico. A_ short 
while previous to this Bahr, after long 
study of the disease in the East, had 
reached the conclusion that the morbid 
lesions resulted from infection with the 
Monilia albicans, a type of yeast fungus 
commonly associated with thrush. Bahr’s 
conclusions met with considerable opposi- 
tion, especially in England, since it was 
difficult to conceive that a fungus of such 
universal distribution as Monilia albicans 
could assume so great and otherwise un- 
explained virulence solely within the trop- 
ics. Ashford’s organism, while closely re- 
lated to the Monilia albicans morpholog- 
ically, represents, however, a new and en- 
tirely distinct species. 


This organism, named by Ashford ‘“Mo- 
nilia psilosis,” reproducés by seed-buds 
and terminal conidia from specialized *hy- 
phae as well as by budding from yeast 
forms themselves. In cultures, chlamydo- 
spore-like bodies are frequently found 
present, while ascospores are never ob- 
served. The yeast cell itself is from two 
to seven microns in diameter and presents 
a clear outline. Within the cell plasm a 
large, refractile body and a vacuole can of- 
ten be made out. The mycelial threads are 
usually present in large numbers in culture 
specimens and vary considerably in size. 
The organism grows best in Sabouraud’s 
glucose agar. Fermentation tests on glu- 
cose and other sugars yield positive react- 
ions, but no acidity takes place with litmus 
milk. The best cultures are obtained from 
scrapings from raw, desquamated tongue 
surface. A similar fungus was found by 
Ashford in a number of specimens of bread 
examined by him in Porto Rico, a fact 
which would seem to indicate a causa! re- 
lationship in some cases to the eating of 
contaminated bread. 


Ashford’s conclusions have not as yet 
been entirely confirmed, although from a 
clinical standpoint the evidence appears 
convincing. The morbid lesions are not 
unlike those found in other forms of blas- 
tomycotic infections. And the chronic, ir- 
regular clinical course of the disease is cer- 
tainly quite characteristic of this type of 
infectious process. 


TREATMENT 


Considerable difference of opinion ex- 
ists in regard to the proper method of 
treating the disease. The usual plans of 
treatment adopted in ordinary diarrheal 
conditions are not applicable, as a rule, to 
sprue. It is realized on all sides that the 
diet is of pre-eminent importance and con- 
stitutes the factor upon which chief, if 
not sole, reliance must be placed. It has 
been found that with the establishment of 
a suitable dietary, all other measures can 
usually be dispensed with. Sprue patients 
are notably intolerant of drugs and react 
unfavorably, especially to iron and arsen- 
ical preparations. Different pl#ns of diet 
have been recommended in the disease, but 
the underlying principle is the same in all, 
namely, a liberal amount of nutrition with 
a minimal burden to the overtaxed diges- 
tive functions. An exclusive milk diet is 
favored by most authorities, especially at 
the outset of treatment. Carnegie Brown 
has worked out the following plan, which 
is found of the greatest value in his cases: 

Beginning with sixty ounces of milk per 
day for the first four days, the quantity is 
gradually increased to one hundred ounces 
per day by the end of the first month. 
Complete rest in bed is enjoined in con- 
junction with this plan. The advantages 
of an exclusive milk diet are found to be 
many. The patient experiences a prompt 
relief from all distressing symptoms. The 
abdominal distention soon subsides. The 
tongue loses its irritative character. The 
stools are reduced in number along with 
a corresponding decrease in their fer- 
mentative and fetid character. 


However, the large quantity of fluid nec- 
essary to maintain nutrition in an exclu- 
sive milk diet becomes a burden to the al- 
ready atonic stomach and bowel. It is 
likewise obvious that the body weight can 
not be consistently maintained over an 
extended period without the addition of 
other food substances. It is doubtful, to 
my mind, whether the fat content of the 
whole milk is without harmful effect in 
view of the grave difficulty experienced by 
sprue patients in the digestion and ab- 
sorption of fat products. It is not surpris- 
ing, therefore, to find that the milk cure 
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as an exclusive plan of diet has met with 
opposition in some quarters. 

In the far East, many varieties of fruit 
have long since enjoyed high favor in the 
dieting of sprue patients. Among the dif- 
ferent kinds of fruits employed for the pur- 
pose, the following are included: strawber- 
ries, raspberries, cranberries, grapes, or- 
anges, bananas and the bael fruit, a spe- 
cies indigenous to the tropical countries 
of the East. In marked contrast with other 
forms of diarrhea, fruit undoubtedly ex- 
erts a beneficial influence in sprue, and 
tends to decrease rather than increase the 
number of stools. 

‘Still another exclusive plan of diet em- 
ployed in sprue remains to be mentioned: 


the so-called “meat cure” of Cantlie. Cant- 


lie’s method includes the restriction of the 
diet to one and one-half pounds of beef per 
day, taken at regular intervals, and he and 
his followers have claimed that prompt 
amelioration of all symptoms follows the 
introduction of this plan. However, when 
other articles of food are denied entirely, 
meat soon palls upon the appetite and 
within a week’s time the patient will de- 
mand the addition of other foodstuffs. 

It is at once evident from this brief re- 
view of the various dietetic measures em- 
ployed in the disease that complete una- 
nimity of opinion is lacking. The one fact 
that has seemed to me to stand out 
with greatest prominence in contem- 
plating these various diets is that 
fat is the one element of food not 
tolerated in sprue. In three cases fol- 
lowed by me recently I convinced myself 
that fat in any form immediately gave 
rise to disturbances of the intestinal func- 
tion, followed by an outbreak of toxic 
symptoms. A liberal mixed diet, includ- 
ing skim milk, buttermilk, fat-free meat 
and vegetables and fruits of several varie- 
ties yields the most satisfactory results in 
the dietetic management of the disease. 
Exclusive diets may be attempted for short 
periods at the outset of treatment, but 
within a period of ten days at most should 
be supplanted by a more wholesome, mixed 
regime. All breads and cakes in which 
yeast is used should be interdicted since 
the presence of yeast cells in the intestinal 
tract tends to increase the fermentation 
of the carbohydrate elements. It is also 
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not unlikely that reinfection may occur 
constantly from the ingestion of breads 
containing the Monilia psilosis. If the pa- 
tient insists upon bread as an article of 
diet, this should be thoroughly toasted. 

Based upon the theory that the disease 
is of blastomycotic origin, due to specific 
infection with Monilia psilosis, efforts have 
been made in recent times, particularly by 
Ashford and his followers in Porto Rico, 
to prepare a vaccine for use in the treat- 
ment of the disease. The vaccine is pre- 
pared in the following manner: 

Inoculations are first made on Sabou- 
raud’s medium and incubated for four 
days at 37° C. An emulsion is then pre- 
pared of the four-day culture, using 10 
c. c. of distilled water for dilution. This 
is shaken in a machine for two hours. It 
is heated up to 37° C. and is then employed 
for five days, when autolyzation will usu- 
ally be found to have taken place. Phenol 
to make one-half of 1 per cent solution is 
finally added and the vaccine is sterilized 
at 56° C. for two hours. 

Sixty-two cases in all were treated by 
Michel by a vaccine prepared in this man- 
ner, and of these it is claimed that 49 were 
discharged cured, twelve were improved 
and only one died. From these figures it 


will be seen that the vaccine treatment | 


holds out a promising field of therapy for 
the future. However, it has been stressed 
by Ashford, Michel and others that in con- 
junction with the vaccine treatment the 
usual dietetic regulations must be observed 
in order to obtain the best results. 


THE DIFFERENTIAL DIAGNOSIS OF 
HEMATEMESIS WITH REPORT 
OF A CASE* 


By WHITMAN ROWLAND, JR., B.S., M.D., 
Oxford, Miss. 


It has been said that the measure of 
value of a medical thesis is in direct pro- 
portion to its contribution to scientific 
knowledge. This is, indeed, a half truth. 
There is evidence, however, that some- 
thing is needed to stimulate the busy prac- 
titioner to a fuller appreciation of the value 
of detail. 


*Read in Section on Medicine, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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To weather the storm of capable com- 
petition, the internist of today is com- 
pelled to devote time and attention to the 
detail and accuracy of laboratory work 
and physical examination. The intensely 
human attributes of casualness and indif- 
ference are manifested in the incomplete 
history, and in a superficial attitude to- 
ward a thorough analysis of the patient’s 
symptoms. 

Dr. Arthur F. Byfield has said, in speak- 
ing of case history taking: 

“The importance of this phase of the diagnostic 
routine can surely not be overemphasized. As 
we have so often stated, a ragged anamnesis may 
lead the diagnosis into an absolutely wrong chan- 
nel, while, on the contrary, a complete, well- 
rounded, well-analyzed case history may practic- 
ally establish the diagnosis.” 


Perhaps no other symptom of constitu- 
tional disorder exemplifies more clearly 
the value of accurate and complete case 
history than does hematemesis, and cer- 
tainly hemorrhage as a presenting symp- 
tom calls for great care on the part of 
the internist in his effort at correct dif- 
ferential diagnosis. 

The presence of bright red blood, copious 
in amount, emanating from the oral cavity, 
does not necessarily mean that the under- 
lying pathology is a pulmonary tubercu- 
lous lesion. Subconsciously we associate 
hemorrhage with tuberculosis, and too fre- 
quently we are prone to condemn patients 
showing this symptom to the disturbing 
belief that they are definitely and unmis- 
takably tuberculous, without even an at- 
tempt to elicit a careful history, and with 
only a casual superficial chest examina- 
tion. 

The internist confronted with this 
symptom is at the same time confronted 
with the grave duty of establishing, in so 
far as is possible, a definite underlying 
cause for the condition. Of first and of 
most prime importance is the ruling out of 
pulmonary tuberculosis. It follows, then, 
that an effort should be made to establish 
the seat of origin of the hemorrhage. 

I shall not take up your time with a 
lengthy discussion of the etiology of hema- 
temesis, but shall simply enumerate some 
of the most frequent causes. 

The symptom may result from condi- 
tions both local and general. Under local 
is included: (1) cancer, (2) ulcer, (3) 
miliary aneurisms and varicosities, (4) 
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acute congestion, as in gastritis and some- 
times following abdominal operations. 


Under general conditions we have the 
large group, due to obstruction of the 
portal circulation, either by tumor, cirrho- 
sis of the liver or thrombosis of the portal 
vein. There follows a miscellaneous group 
under which may be included those toxic 
cases, the result of the specific fevers, as, 
for example, smallpox, measles, yellow fe- 
ver, etc. Rarely the symptom is caused 
by injuries, such as blows, wounds and oc- 
casionally by the use of the stomach tube. 
It has also occurred in certain constitu- 
tional disorders, particularly hemophilia 
and pernicious anemia, and not uncom- 
monly it has occurred idiopathically. Hem- 
orrhage occurs most frequently in our 
medical practice in connection with cir- 
rhosis of the liver and ulcer of the stom- 
ach. 

I have chosen the following case for 
presentation because of its apparent sim- 
plicity and because of its almost typical 
text book symptomatology : 


Anamnesis.—Mr. H. P., white, a farmer, age 
24; chief complaint was “weakness and indiges- 
tion.” 

The family history was unimportant. 

P. H.—He had had the usual diseases of child- 
hood. Up until the age of 17 or 18 he considered 
himself a normal, strong, healthy boy. There was 
no history of typhoid, scarlet fever, malaria or 
rheumatism. While in the Army he had an at- 
tack of pneumonia from which he made a com- 

lete recovery, without complications in so far as 

e knows. About the age of nineteen he began 
to suffer occasional attacks of indigestion. These 
attacks came at rather wide intervals, lasted for 
only a few days, finally passed off and gave no 
further trouble. There was an interval of about 
two years in which he was apparently in good 
health. He stated that about 1916 the attacks of 
indigestion returned and came at more frequent 
intervals. These attacks lasted longer and were 
accompanied by pain in the epigastric region, acid 
eructation, and on one or two occasions he vom- 
ited. There seemed to be no definite relation of 
pain to the taking of food at this time. Some 
time later in the same year, during one of these 
attacks of indigestion he summoned a physician 
who made a diagnosis of 9 nme eng and the ap- 
pendix was removed. Following the operation 
there was a short period during which time he 
was fairly comfortable, though never free from 
an uneasy sensation in the pit of his stomach. 


In 1918 he enlisted in the Army; passed a good 
physical examination, but after a short period of 
activity was discharged as unfit for military 
service. No information was given him in regard 
to his trouble. He returned from the Army very 
much underweight, and very weak. At home he 
began to improve, felt stronger and gained in 
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weight, though all the time he suffered from un- 
easy sensations in the pit of his stomach. 


H. N.—He had never suffered from morning or 
chronic headaches. There has been no disturb- 
ance of vision, no conjunctivitis or discharge 
from the ear. On occasions he had suffered from 
attacks of dizziness. His throat had never given 
him any trouble and he has never spit up any 
blood, but on one occasion vomited a large quan- 
tity. There was no history of chronic cough or 
blood-tinged sputum. Up until the present illness 
he never suffered from shortness of breath, but 
since the present illness began this has given him 
considerable trouble. There is no history of pre- 
cordial pain, palpitation or night sweats. 


G. I.—Since the age of eighteen he had suffered 
at intervals with attacks of indigestion. For the 
past three years he had more or less continuously 
suffered with pain in the epigastric region. The 
pain was of a gnawing character, but never 
showed any tendency to radiate. Recently he 
had suffered from very distressing heartburn and 
acid eructation. Since the present illness began 
all food seemed to disagree with him and nausea 
and vomiting were frequent. There had been oc- 
casions when he thought his stools were rather 
black in appearance. One year ago he vomited 
a large quantity of blood and fainted. 


G,-U.—There was no history of discharge nor 
primary sore, and in so far as he knew he had 
never had any breaking out on the body. 


Habits.—He slept on an average of eight hours 
per night and previous to the present illness ate 
three good meals per day. He smoked on an av- 
erage of about twenty cigarettes each day, drank 
coffee night and morning: and took an occasional 
drink of alcohol. 

P. I.—The present illness began one year pre- 
viously with suden severe hemorrhage. Since that 
time he had been troubled with attacks of nausea 
and vomiting and pain in the epigastric region. 
The pain was deep seated, of a dull, aching or 
burning, gnawing character, and apparently came 
on about one hour after eating. It seemed to 
remain localized in the epigastric region and fre- 
quently was accompanied by nausea and vomit- 
ing. The vomitus was sour, rather grayish in 
appearance and very tenacious. On no occasion 
had he ever noticed any blood streaks. In the 
interval between those attacks he suffered from 
acid eructation and distressing heartburn. For 
the previous two months he had suffered severely 
from constipation, and he had had to depend 
largely upon drugs. On one or two occasions he 
had noticed that his stools were rather black in 
appearance. The nausea, vomiting and pain 
were the chief factors which caused him uneasi- 
ness and disturbance at that time. Upon direct 
questioning he admitted that food sometimes 
seemed to relieve the pain. 

He stated that he was about twenty pounds 
underweight at present, felt weak all the time, 
and had neither the energy nor strength for 
work. 

P. E.—A markedly undernourished young man 
Sgparentiy twenty-five or thirty years of age. 

is expression was anxious, the eyes sunken and 
his conversation frequently interrupted by gas- 
eous eructation and expectoration. 
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The skin was smooth and moist. There was an 
operative scar in the appendix region. Pupils 
regular, of equal size, and responded both to 
light and accommodation. Nose and throat are 
negative, except for slightly enlarged tonsils. 

Heart.—Apex beat 5th interspace, 3 inches 
from mid-line. Rhythm regular; rate 84. No 
murmurs nor thrills. 

Chest symmetrical, of equal expansion on the 
two sides. Careful and repeated examinations 
failed to demonstrate any physical signs. 

Abdomen was rather flat; regular in contour. 
Definite localized pain to deep pressure in the 
epigastric region. Liver and spleen not palpable. 

o rigidity, no abnormal peristalsis, no fluid, no 
masses. 

The posterior cervical glands palpable, but 
there was apparently no other glandular enlarge- 
ment. 

Reflexes.—Normal patellar; no Babinski; no 
ankle clonus. 

Temperature 98.6; respiration, 20; pulse, 84; 
blood pressure, systolic 120, and diastolic 70. 

Laboratory Analysis.—Gastric analysis follow- 
ing an Ewald test meal showed a small quantity 
of thick glairy, tenacious mucoid material with- 
drawn with much difficulty. No occult blood. 
Free HCl, 64; combined, 62; total acidity, 104. 
No organic acids. Stomach after inflation was 
apparently normal in size. 

he urine was of a pale amber color, sp. gr. 
1020; acid; no sugar, no pus, blood or casts. 

Stool—No occult blood. Negative for ova. Ben- 
zidene and Guaiac tests positive. 

Differential: 

Polys, 68 per cent. 

Small Monos., 22 per cent. 
Large Monos., 5 per cent. 
Trans., 3 per cent. 
Eosins., 2 per cent. 

Mast., 0. 

Wassermann, negative. 
Hemoglobin, 70. 

R. B. C., 3,500,000. 

W. B. C., 7,000. 

Sputum, negative. 

In arriving at a diagnosis the important facts 
of the history were grouped as follows: E 

The long-standing complaint of indigestion. 
Under gastrointestinal symptomatology, the his- 
tory of epigastric pain and periodicity of attacks. 
It was deemed significant that at present the pain 


-came on about one hour after meals. There was 


history of epigastric pain relieved by the taking 
of food, passage of tarry stools, acid eructation. 
The definite history of constipation was noted. 
In reviewing the history it was further noticed 
that there were intervals when he was apparently 
well and healthy, gained in weight, and suffered 
only slight inconvenience. It would seem further 
significant that other regional history, e. g., re- 
spiratory, genito-urinary, etc., was apparently 
negative. 

The history of heartburn, acid eructation, nau- 
sea and vomiting grouped with the above symp- 
toms would seem to indicate the alimentary trac 
as the seat of the pathological lesion. 

It then remained to establish the seat of origin 
of the hemorrhage. The only positive finding on 
physical examination was the localized area of 
tenderness over the epigastric region. The fol- 


lowing possibilities were considered: pulmonary 
tuberculosis, leutic infection, gall-bladder dis- 
ease, cirrhosis of the liver, tuberculous peritonitis, 
portal obstruction due to tumor, peptic ulcer, gas- 
tric or duodenal, and carcinoma of the stomach. 

Pulmonary tuberculosis was ruled out by the 
absence of history of night sweats or hemoptysis. 
A three-hourly temperature record over a period 
of one week showed a normal diurnal variation. 
Careful and repeated chest examinations failed 
to demonstrate any physical signs. 

The normal pupilary reflex, negative Wasser- 
mann and normal knee jerk discounted the possi- 
bility of lues. 

It was hardly possible that tuberculous peri- 
tonitis could have been present without the evi- 
dence of free fluid or the tenderness, spasticity 
and localized masses which we depend upon for 
diagnosis when fluid is absent. 

Gall-bladder disease, cholelithiasis or cholecyst- 
itis existing over so long a period would have 
certainly shown some characteristic symptom, e. 
g., acute colicky pain, slight icterus, etc.. And 
from the history it will be seen that the weight 
of evidence was against gall-bladder disease. 

It was noted that the hemorrhage might have 
had its seat of origin in varicosities at the lower 
end of the esophagus as a result of portal ob- 
struction, either by cirrhosis or tumor formation. 

The absence of ascites, normal size of liver 
and spleen, absence of enlarged epigastric or 
mammary veins and failure to elicit any history 
of cerebral symptoms tended to rule out hepatic 
cirrhosis, and it was not possible to demonstrate 
the presence of tumor. 

Carcinoma could not definitely be ruled out, 
but the age of the patient counted against it; also 
the presence of hyperacidity suggested the ab- 
sence of malignant neoplasm. 

There remained then for consideration gastric 
or duodenal ulcer. All of the classical symptoms 
and signs descriptive of peptic ulcer were practic- 
ally without a single exception unmistakably 
— Therefore, without the slightest bit of 

esitancy, a diagnosis of peptic ulcer was made. 

Additional evidence was added, by a series of 
roentgenographs, which showed a marked hypo- 
motility of the stomach, the forty-eight hour film 
showing a large amount of the barium meal still 
remaining in the stomach. 


It is hardly conceivable that errors of 
diagnosis could have been made in this 
case. Yet, it is interesting to note the fol- 
lowing: 

Previous Diagnoses: 

1. Pulmonary tuberculosis. 
2. Appendicitis. 

3. Acute indigestion. 

4. Chronic indigestion. 

These errors, I am convinced, can not be 
traced to lack of knowledge, but rather to 
a superficial indifferent attitude mani- 
fested in a failure to take a complete his- 
tory and a casual analysis of the patient’s 
symptoms. 
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This young man for over twelve months 
suffered the worry of uncertainty through 
the belief that his condition was hopelessly 
tubercular and, in my opinion, the opera- 
tion for appendicitis two years ago was 
needless. I believe that at that time he 
was a victim of peptic ulcer. 


DISCUSSION 


Dr. E. C. Thrash, Atlanta, Ga.—I agree with 
the essayist that there is no disease where the 
history. is so important, probably, as in gastric 
ulcer. There is no disease where the history 
points so directly to the locality of the disturb- 
ance. 


I do not consider hemorrhage of the stomach 
difficult to diagnose. There may be some diffi- 
culty in arriving at a conclusion as to why there 
has been a hemorrhage from the stomach. I have 
never seen but one case of hemorrhage from the 
stomach where I was not absolutly sure of the 
source. This was a case of purpura hemor- 
rhagica where bleeding areas were manifesting 
themselves generally over the body, and it was 
problematical. I was uncertain whether or not 
there were pulmonary hemorrhages, but I was 
sure there was some bleeding coming from the 
stomach. 


One of the causes of hemorrhage from the 
stomach not mentioned. by the essayist is purpura. 
There is no need for one to hesitate except in the 
rarest of instances. You have the symptoms and 
signs that are apparent. The leading dominant 
one is the vomiting of blood. Another is, you 
have pulmonary symptoms from pulmonary hem- 
orrhages, and you have gastric symptoms from 
gastric hemorrhages that are classic. 


One thing I want to lay stress upon in connec- 
tion with hemorrhage is this: Do not tell the 
patient that he has had a hemorrhage from his 
throat. Half of the people who come to me with 
histories of hemorrhage say that the doctor said 
such a hemorrhage does not amount to anything, 
since it came from the throat. 


You have hemorrhages, either vomited or spat 
up, coming from heart lesions, pulmonary lesions, 
visceral lesions of the thorax or stomach, and 
your pathology may be in the stomach or chest. 
I have never in a single instance seen a hemor- 
rhage I thought had come from the throat or any- 
where near the throat unless there had been an 
operation or some traumatism. A patient with 
hemorrhages from the stomach gives a history 
always of trouble in the past directed to the 
stomach except in the rarest instances. Hemor- 
rhages from the lungs come like a flash of light- 
ning out of a clear sky. That is important. 
When a patient comes to you perfectly well and 
says he has never had a symptom, but all at once 
spits up three or four mouthfuls of blood, do not 
say to him that it amounts to nothing. That 
means in 999 cases out of a thousand there is a 
pulmonary lesion. A great many of them get 
well and never have any more symptoms. I can 
recall a number of people who have had hemor- 
rhage from the lungs who were apparently well 
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and who never had any symptoms afterwards. 
Some took treatment and some did not. A person 
will spit up saliva that is tinged with blood week 
in and week out, month in and month out, and 
even year in and year out from a neurosis. Neu- 
rotics become obsessed with the idea of ulcer of 
the stomach or of having some pathology in the 
stomach when they have acquired a neurosis of 
sucking blood from the mucosa of the mouth, 
especially the gums. You should point out to 
these individuals the importance of a dentist to 
get their teeth cleaned up and put in proper 
condition. 


I have one patient who is sueing a railroad 
company for injury to his lung. He continually 
spits blood by sucking his teeth. Bloody saliva or 
bloody sputum means but little. You may de- 
velop a serious cold or temperature or strain in 
any way which may cause little streaks of blood 
to appear. Do not consider that because a person 
is straining and retching from some severe dis- 
turbance of his stomach and brings up a little 
blood that he is having a hemorrhage. It may be 
ten or fifteen drops mixed with the saliva and 
mucus that he brings up. It is blood from the 
throat due to a breaking of the capillary vessels 
there and means nothing. 


Dr. George M. Miles, Atlanta, Ga.—There is no 
clinical occurrence that is more important in its 
consequences than hemorrhage from the stomach. 
Whenever an individual has a real hemorrhage 


from the stomach, not simply spitting up a little 


blood, there is going to be something doing, and 
such a person is going to call for help and he is 
going to have help. The frank vomiting of blood 
means that there is a great deal of bleeding going 
on in the stomach, where it is very red, or where 
it is colored black from the action of the gastric 
contents. It is a mistaken idea on the part of 
some of those who are well informed that possibly 
only one-third or one-quarter of the peptic ulcers 
ever have hemorrhage. We have this hemorrhage 
which comes from portal congestion or from 
varices at the lower end of the esophagus. It has 
been found that an individual may have a violent 
hemorrhage and never know it. 


Dr. Rowland made some good points in regard 
to the history taking and a careful grouping of 
the symptoms, and his paper was excellently as- 
sembled and splendidly presented; but there are 
some cases which come to us where we have to do 
something at once. We have no time to take 
the anamnesis. I wish to call your attention to 
one case I had of a man, 40 years of age, who 
was stopping in a hotel in Atlanta. He did not 
live in the city. He entered a toilet and while in 
there he had a feeling of faintness. He lost 
consciousness and when he was found he had had 
a terrific hemorrhage from his stomach. He fell 
down and the blood was spattered up and down 
the walls. We gave him morphine. We got him 
to a hospital. We used ice and afterwards found 
out that the man was in good health, but unfor- 
tunately had crooked his elbow too often. This 
happened seven or eight years ago.. He has never 
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taken a drink since and has never had a hemor- 
rhage since. He is a perfect specimen of man- 
hood today. 


There are many individuals who have a single 
hemorrhage, but never another one. Where we 
have a condition of indigestion, either constant 
or recurring, the physician ought to realize that 
we are probably dealing with a gastric or gastro- 
duodenal lesion, and the case Dr. Rowland pre- 
sented to us so clearly should have been diag- 
nosed, I think, by an intelligent man when the 
patient presented himself. 


Dr. William R. Kirk, Hendersonville, N. C.— 
There is one point I should like to emphasize and 
that is this: where hemorrhage follows trauma- 
tism, the explanation usually offered for the hem- 
orrhage is that it is due to the traumatism. Very 
often, however, the underlying cause is a tuber- 
culous process and the traumatism has caused 
the rupture of some vessel already weakened by 
tuberculous deposits. Too often I know the ten- 
dency is to say to the patient, “There is nothing 
the matter with your chest; you received a blow 
and it caused a broken vessel to bleed.’’ The 
chest can be subjected to a great deal of trau- 
matism without any bleeding provided the lung is 
not affected by some disease such as tuberculosis. 
That is the point I want to make clear. We 
should not dismiss these cases lightly, but should 
bear in mind the possible pathological condition 
which may be present at the time of injury. 


Dr. Rowland (closing).—I do not agree with 
Dr. Thrash that it is definitely easy to diagnose 
every case of hemorrhage from the stomach. The 
acute case seen and observed by the physician 
should certainly be diagnosed readily by any man 
of intelligence. The purpose of my paper as pre- 
sented was to show the value of complete and 
accurate case history in these cases. Granted 
that the diagnosis is easy, the fact remains that 
this young man believed that he had tuberculosis. 
He evidently had been told he had it. In so far 
as taking the anamnesis in acute cases is con- 
cerned, of course that is impossible. But when a 
man comes to you with a history of having had 
severe hemorrhage one year previously, acquaints 
you with the fact that he believes he is tubercu- 
lous, has even been West at the expense of time 
and money in the hope of recovery, then it is 
your duty to establish the seat of origin of that 
hemorrhage if possible. It is your duty to rule 
out pulmonary tuberculosis primarily. It is 
your duty to tell him what he has got and this is 
not always easy. Even though the diagnosis of 
hemetamesis is easy, the fact remains that there 
were erroneous diagnoses made in this case. As I 
stated, the whole object of my paper was to show 
the value of a detailed and accurate case history. 
If, through superficiality you fail to elicit this 
complete history, you will fall in the same cate- 
gory with the men who failed to make a diagnosis 
in the first place. 
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SCARLET FEVER AND THE STREP- 
TOCOCCIC SORE THROAT: AN 
EPIDEMIOLOGICAL 
DISCUSSION* 


By A. J. WARING, M.D., 
Savannah, Ga. 


There is a fairly voluminous bibliogra- 
phy on the etiology of scarlet fever, but 
rather a sterile one. Possibly the most in- 
teresting work has been carried out along 
experimental lines. Metchnikoff, Vaillard 
and Louis Martin were unsuccessful in 
producing the disease among apes. Grun- 
baum produced a characteristic angina, 
but without a rash. The most comprehen- 
sive and successful experiments were car- 
ried out by Landsteiner and Levaditi. Gay 
makes the statement that Landsteiner 
proves that 


“The injection of scarlet fever strains of strep- 
tococcus in apes did not produce scarlet fever, al- 
though the blood of scarlet fever cases transmits 
the disease to these animals.” 


A careful perusal of Landsteiner’s pa- 
per does not bear out this statement. His 
experiments are worthy of more lengthy 
discussion because of the emphasis occa- 
sionally laid upon the value of his work. 
The following points seem significant: 

1. The experiments were too few, only 
four in number, as Landsteiner himself 
admits. 

2. As far as the writer knows, no fur- 
ther confirmatory experiments have been 
made either by Landsteiner, or others, 
since his original investigation in 1911. 

3. Chimpanzee No. 2 may have been a 
case of erysipelas. The rash began and 
extended from an area in the left belly, 
where an emulsion of cervical glands from 
a case of scarlet fever had been injected. 
Masses of streptococci were also found in 
the deeper layers of the skin at the site of 
the injection. 

4. Experimental agents were confused. 
The matter was not as clean cut as Gay’s 
statement would indicate. The animals 
were all treated with tonsillar exudate 
painted on the fauces, often repeated, in- 
jection of defibrinated blood, emulsion of 


_ *Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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cervical glands, etc. Many sites of injec- 
tion developed streptococcus abscesses. 

5. The significant flaw in Landsteiner’s 
experiments with the streptococcus alone 
lay in the fact that his injections were in- 
nocuous and therefore comparisons are un- 
fair. Two chimpanzees were treated with 
streptococcus colonies from one of the 
other chimpanzees instead of with virulent 
primal cultures from scarlet fever cases. 
If Landsteiner had succeeded in produc- 
ing a streptococcic throat with a strepto- 
coccemia that gave a different clinical and 
pathological picture, his deductions would 
have been of infinitely greater value. 


6. None of his experimental cases was 
produced by using streptococcus-free ma- 
terial. In fact all his post-mortem reports 
read startlingly like those of death by se- 
vere streptococcus infection. 


The preceding discussion leads up to a 
resume of our present knowledge of the 
role played by the hemolytic streptococcus 
in various diseases. Of late years, partic- 
ularly in the Army, this organism has 
been exhaustively studied from the epi- 
demiological standpoint. It is well known 
that many normal throats occasionally har- 
bor the hemolytic streptococcus. Ruediger 
claims that he found it in small numbers 
in 59 per cent of the normal throats he 
studied. In a report published by Opie, 
Freeman, Blake, Small and Rivers, these 
investigators stated that they found the 
organism in one of four or five healthy 
men at Camp Funston. Its presence in 
disease has also been well noted. Ruediger 
found it in great abundance on the tonsils 
of patients suffering from tonsillitis and 
scarlet fever—the latter fact, well known 
for some time, beginning with Loeffler’s 
studies in 1884. Anthony discovered the 
organism in all twenty-four of a measles 
series. Levy and Alexander in 77 per cent 
of their cases. In this connection McCal- 
lum states that at Fort Sam Houston very 
few patients were admitted to the hospital 
with throats infected with the hemolytic 
streptococcus, but after admission the in- 
fection rapidly took place with often seri- 
ous results in complications and mortality. 
In another army report Cumming, Spruitt 
and Lynch state that in 70 swabs of nor- 
mal throats only six showed hemolytic 
streptococci. In 291 throat swabs of 
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measles cases 35 were carriers. They haz- 
ard the ingenious supposition that the or- 
ganism paves the way for measles, possibly 
scarlet fever as well, and then the exan- 
themata make it possible for the hemolytic 
streptococcus to play a later and disas- 
trous role. Opie states that there is good 
evidence to show that the organism dis- 
appears from the throats of patients with 
the onset of measles. It seems fair to state 
that at present the evidence is overwhelm- 
ingly in favor of the complicating part 
played by the streptococcus in measles. Is 
the same statement equally true of scarlet 
fever? Hektoen thinks so after much ex- 
haustive study. 


In the army investigations noted by the 
writer the hemolytic streptococcus has 
never been found in measles either as early 
or as frequently as it has been found in 
scarlet fever. When we dare to consider 
this organism from the etiological stand- 
point in scarlet fever one perplexing stum- 
bling block of clinical import is that we 
know of no strain of streptococcus that 
will produce the lasting immunity so well 
manifested in scarlet fever. Of course the 
important point in the whole matter is 
that, at the present date, not only the eti- 
ology of scarlet fever is shrouded in ob- 
security, but the streptococcus, though not 
a proven etiological factor, has not been 
eliminated altogether from the field. 


Early in January, 1919, at U. S. Army 
General Hospital No. 9, stationed at Lake- 
wood, N. J., in the ward devoted to the 
care of acute infectious diseases, throat 
infections began to filter in both from 
other parts of the Hospital proper and 
from the medical detachment. Clinically 
the cases were fairly easily divided into 
acute follicular tonsillitis and acute naso- 
pharyngitis. The latter condition was 
characterized by an intense angina with- 
out visible exudate. Throats were beefy 
red and intensely painful. Fever, some- 
times quite high, lasted four to ten days. 
There was a distinct leucocytic rise, usu- 
ally 15,000 to 25,000. Cultures of these 
throats, almost without exception, revealed 
the presence of the hemolytic streptococcus 
in unusual numbers. For rough clinical 
differentiation throats were styled one 
plus, two plus, three plus, or four plus, as 
the cultures on blood agar showed colonies 


with 40 to 100 per cent hemolysis. No 
case was Clinically and somewhat arbitra- 
rily styled of hemolytic streptococcus ori- 
gin unless over 60 per cent of the colonies 
showed hemolysis. This series was formed, 
therefore, of cases clinically comparable, 
where throats showed the organism in ab- 
normal numbers. Out of some one hun- 
dred and ten cases studied, 64 were clinic- 
ally acute follicular tonsillitis and 46 naso- 
pharyngitis, or approximately 58 per cent 
tonsillar and 42 per cent pharyngeal. In 
the series described by Winslow and Hub- 
bard 60 per cent showed tonsillar involve- 
ment and 83 per cent showed reddening 
of the throat—a less sharply defined clas- 
sification. Our border-line cases were clas- 
sified tonsillar if clinically that condition 
was the predominating feature. 


No well-spring for the infection was 
discovered. The milk supply was investi- 
gated daily. Every dairy that supplied the 
hospital was inspected. The water supply 
was satisfactory. Three of the worst and 
most obstinate cases were found in the 
kitchen, and it is possible that this small 
group of carriers formed a nucleus for in- 
fection. 

Early in February, or about five weeks 
after the septic throats began to appear, 
scarlet fever suddenly manifested itself in, 
the hospital. The first case was a cardiac 
functional who had been in the hospital 
for some time. There was not a case in 
Lakewood, either at this time or later. As 
nearly as we could discover, there was not 
a case within a radius of a hundred miles 
of the hospital while the scarlet fever epi- 
demic lasted. All new patients were care- 
fully inspected. No carrier was discovered 
or recent case noted as a transfer from 
camps, other hospitals, or debarkation 
ports. The desultory and haphazard fash- 
ion in which the cases developed was a 
source of much epidemiological confusion. 
The first case occurred in a medical ward; 
the second case in the Nurses’ Home; the 
third case in barracks; the fourth case in 
the most distant of the surgical wards, 
etc. Between February 16 and April 21 
there were 23 cases: two from Ward A, 
one from Ward Al, three from Ward A2, 
one from. Ward A3, one from Ward C, one 
from Ward B3, four from Ward B4, two 
from Barracks 1, three from Barracks 2, 
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one from Barracks 3, two from Barracks 
6, one from kitchen quarters, and one, the 
only positive contact, from the Nurses’ 
Home. These brief statistics give some 
idea of the scattered nature of the epi- 
demic. After a curiously vain struggle to 
limit the spread of the infection, an effort 
was finally made to discharge patients, 
less from length of convalescence than 
from the standpoint of throat rendered 
free of the streptococcus hemolyticus. 
This is a difficult matter according to Levy 
and Alexander, but for some reason was 
not particularly difficult in this outbreak. 
Possibly it was through coincidence, for in 
April open weather was appearing, scar- 
let fever disappeared at the time this pre- 
caution was exercised. 

From clinical interest, an effort was 
made to correlate the hemolytic throat with 
the scarlet fever epidemic. No startling 
connection could be established. There 
were thirty-five hemolytic throats, so- 
called. Of this number twentysix fell in 
February, and this throat infection was 
at its worst when scarlet fever appeared. 

Four cases of scarlet fever came from 
Ward B4, where not a case of hemolytic 
throat was noted. On the other hand, 
three cases of scarlet fever came from 
Barracks 3, where there were eleven septic 
throats, two of hemolytic origin; three 
cases came from Ward A2, where there 
were eleven septic throats, five of hemo- 
lytic origin; two cases came from Bar- 
racks 6, where there were seventeen septic 
throats, four of hemolytic origin. Ward 
A2 stood at the head of the list in the num- 
ber of septic throats and cases of scarlet 
fever occurring in the hospital, with the 
exception of Ward B4. Summing up all 
data, there was apparently some connec- 
tion between the location of scarlet fever 
cases and the location of throats of strep- 
tococcic origin. 

At this point an obvious criticism could 
be made, either that our scarlet fever cases 
were all hemolytic cases with severe rashes, 
or else we had many unrecognized cases 
of scarlet fever sine rash. Clinically, 
though the throats of all our scarlet fever 
cases showed the hemolytic streptococcus 
in abundance, they were scarlet fever 
cases beyond question. Rashes were typ- 
ical, cervical adenitis common, joint in- 
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volvements and kidney disturbances often 
manifest, and almost without exception 
cases peeled with large scales. 

In this connection on April 24 one case 
of great interest was located. Daily my 
associates, Captain Miner and Captain 
Curran, inspected the medical detachment. 
On the day cited a member of the medical 
detachment was sent to quarantine with 
a typical scarlatinal eruption. His throat 
was normal, his temperature 99, and he 
vigorously claimed perfect health. A ten- 
der gland was found in the left thigh and 
a small pustule from the chafing of a shoe 
over the left instep. The fluid withdrawn 
from this pustule grew only colonies of 
the hemolytic streptococcus. If this pa- 
tient had had a well-marked angina, with 
a streptococcic throat and a little more 
fever, he would indubitably have been 
classed as a scarlet fever case and placed 
in quarantine. 

In summary the following points seemed 
most interesting and well worth while 
noting: 

1. An outbreak of fever with rash, clin- 
ically typical scarlet fever, occurring at 
the height of a septic throat epidemic, no- 
ticeably of streptococcic origin. It did not 
begin until septic throats had been seen 
in abundance for some five weeks. 


2. The apparently evident fact that the 
scarlet fever outbreak originated in the 
hospital. In spite of careful investigation 
no outside connection could be established. 

3. The widespread and desultory fashion 
in which the cases of scarlet fever ap- 
peared, suggesting strongly the universal 
presence of some infectious agent. The 


only agent to be discovered was the strep- — 


tococcus hemolyticus. 

4. Some evident connection between the 
location of cases of scarlet fever and cases 
of septic throat of hemolytic origin. 

5. The appearance during the epidemic 
of a mild case of foot infection with strep- 
tococcus hemolyticus, accompanied by a 
fine scarlatinal rash. It is significant that 
this case, though a very mild one, exhibited 
a profuse eruption. 

6. The apparent subsidence of the scar- 
let fever outbreak as soon as a systematic 
effort was made to quarantine septic 
throats of hemolytic origin. 
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At this point the writer wishes to em- 
phasize again a statement made elsewhere, 
that in the opinion of the medical staff 
these febrile cases with rash were undoubt- 
edly scarlet fever. After closely observing 
such an outbreak as is described in this 
paper my colleagues and myself felt that, 
however obscure a part the streptococcus 
plays in scarlet fever, the role is certainly 
a more significant one than that of an ac- 
cidental invader. Perforce one is at- 
tracted by the questions of Welch: 

“Is scarlet fever, after all, a local disease ap- 
pearing in the pharynx and generating an ery- 
themo-genic toxin? Does the streptococcus hemo- 
lyticus under certain conditions produce a spe- 
cific toxin from a limited pharyngeal focus, a 
toxin which carried in the blood stream, calls 
forth a definite cutaneous rash?” 

In conclusion I wish to acknowledge my 
indebtedness for much valuable data to my 
army colleagues, Captain F. B. Miner and 
Captain S. F. Curran. 
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LEATHERS: MORBIDITY STATISTICS 


SYMPOSIUM ON MALARIA 


REPORTING OF MORBIDITY STATIS- 
TICS WITH SPECIAL REFERENCE 
TO MALARIA FEVER* 


By W. S. LEATHERS, M.D., 
Executive Officer, State Board of Health, 
Jackson, Miss. 


There is, perhaps, no more difficult pub- 
lic health problem than the accurate col- 
lection of morbidity statistics. It is also 
equally true that the collection, tabulation 
and correct analysis of statistical data 
relative to the occurrence and transmis- 
sion of the infectious diseases is invaluable 
in studying the etiology of disease inci- 
dence and in instituting such measures 
as may be necessary in the control and 
suppression of the communicable diseases. 
There is, to some extent, a lack of confi- 
dence on the part of public health officials, 
physicians and the public in general with 
reference to the interpretation placed upon 
the morbidity reports. It is related that 
Mark Twain said that there were three 
kinds of lies—ordinary lies, infernal lies, 
and statistics. I take it that Mark Twain 
expressed a semblance of truth so far as 
the medical profession and the general 
public is concerned relative to statistical 
data. Reporting of morbidity statistics, 
devising a plan which may be used for 
obtaining such information, and placing 
the proper valuation on such data are 
fraught with many difficulties. 

Regardless of the method in obtaining 
morbidity reports, there are certain de- 
fects that are inevitable and, therefore, 
certain errors undeniable, even though the 
utmost care is used in any plan. In the 
first place, I think that I am within the 
bounds of conservatism when I state that 
at least 25 per cent of the diagnoses made 
by physicians of infectious diseases are in- 
correct. As a result the cause assigned 
for the illness is likewise inaccurate. 
However, this error would not be uniform 
in the diagnosis of different diseases. For 


*Read before the National Malaria Committee 
(Conference on Malaria), meeting conjointly with 
the Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 


instance, the diagnosis of the exanthema- 
tous diseases is much easier than of the 
infectious diseases of a more gradual on- 
set. The diagnosis of scarlet fever would 
be more usually correct than that of ma- 
laria or hookworm disease, although there 
is no justification for a physician making 
an incorrect diagnosis of either of the lat- 
ter diseases usually. In other words, the 
diagnosis of the so-called acute infectious 
diseases would be more reliable than those 
that have longer periods of incubation. 
Then, too, in placing a correct interpre- 
tation on statistical data relative to a par- 
ticular disease, it should not be overlooked 
that scores of these infectious diseases in 
any county or area would not come under 
the supervision of a physician for treat- 
ment. Many sick people use some remedy 
recommended by a well-meaning though 
injudicious friend, or follow the advice of 
some glaring patent medicine advertise- 
ment, or obtain information with refer- 
ence to treatment from a druggist, or last, 
but not least, simply take chances believ- 
ing that in time Nature will effect a recov- 
ery. It is safe to say that a large per- 
centage of sickness from infectious dis- 
eases would come under one of these head- 
ings and, therefore, be another source of 
error in collecting morbidity statistics. 
Then, there is the ambulatory group 
suffering from the more or less chronic in- 
fections, who may confer with one doctor 
and then another and possibly a number 
of doctors during the period of a year. 
Each of these physicians may make a re- 
port relative to a case of a particular dis- 
ease so that the same individual may be 
reported two or three times even during a 
month. It is a well known fact that there 
are many ambulatory cases of tubercu- 
losis, syphilis, malaria, cancer and other 
diseases that may assume a chronic form. 


It is hardly to be supposed that all phy- 
sicians will manifest integrity of purpose 
in making morbidity reports. There are 
certain elements of human nature more or 
less dominant in physicians. When a re- 
quest is made that a physician make a re- 
port on all infectious diseases occurring 
in his practice to the local health office, 
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there is a disposition on the part of cer- 
tain physicians, a relatively small num- 
ber, to make infrequent reports if it be 
an acute infection or if it be a disease re- 
quiring only a monthly summary report to 
exaggerate the number of cases on the 
other hand. With the existing system of 
making reports on contagious diseases 
there is no way of checking up a physi- 
cian relative to his practice. It is left 
wholly to his interest and integrity of 
purpose. There is no question but there is 
considerable variation among physicians 
in this respect and it is a source of error 
in making reports that is indeed difficult 
to eliminate. Therefore, any plan or 
method used in making morbidity reports 
must take into consideration these factors 
of error and the question naturally arises, 
is it possible to obtain sufficiently reliable 
reports by any plan? 

When it is realized that physicians will 
never be absolutely accurate in the diag- 
nosis of infectious diseases; that there are 
always certain persons who will never 
consult physicians for treatment; that 
there will always be a certain number of 
ambulatory cases of disease; that there 
will be inherent differences among physi- 
cians in reporting infectious diseases, it 
is to be conceded that an absolutely correct 
morbidity report is not to be expected 
even though one or more of these sources 
of error be entirely eliminated. It is true 
that sources of error will be diminished 
with the enlargement and increased ef- 
ficiency of state and local health depart- 
ments, the improvement of diagnostic 
methods of physicians, and the enlighten- 
ment of the public, but even after this is 
accomplished reasonably well, there will 
always be a percentage of error. These 
facts, in the main, account for the general 
tendency to discredit morbidity reports 
and serve to create in the average mind 
certain fallacies relative to information 
based on reports of the occurrence of the 
infectious diseases. This, however, should 
not preclude the necessity of obtaining 
morbidity statistics and placing upon them 
the correct estimate of value in prevent- 
ing and controlling the communicable dis- 
eases. There is undoubtedly a very defi- 
nite and unquestioned value attached to 
such statistics and this is enhanced, pro- 
vided they are recorded over several years. 
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In making an analysis of morbidity data, 
assuming that the same machinery has 
been used in obtaining it, any errors that 
may exist will be uniform and therefore 
the conclusions drawn would be reliable 
for all practical purposes. The making of 
these reports, then, resolves itself into for- 
mulating the most practical plan which 
will admit of the best approximate results 
in attempting to achieve accuracy and 
thoroughness in securing this information. 


Incidentally, the reporting of morbidity 
statistics will not locate the sources of 
transmission of infectious diseases as a 
result of “carrier” cases. We know that 
from 15 to 25 per cent of all people who 
have active malaria during the mosquito 
season remain as “carriers” through the 
winter months and serve as foci of infec- 
tion with the appearance of mosquitoes the 
following spring and early summer. Then 
there is a certain percentage, though a 
smaller number of individuals, who are 
“carrier” cases and who do not develop 


symptomatic conditions, but nevertheless . 


transmit infection as soon as mosquitoes 
appear in the spring. These facts indi- 
cate certain limitations in interpreting 
statistics of malaria in an effort to use 
this information in the prevention and 
control of this disease. The same is true 
with reference to hookworm disease and 
possibly to a less degree of other infec- 
tious diseases. The point which I wish to 
emphasize is that there are certain limita- 
tions in the use of morbidity statistics 
relative to certain diseases in obtaining 
the main objective, namely, the preven- 
tion and control of the disease. 


In developing any plan for making mor- 
bidity reports, it is desirable to keep cer- 
tain facts clearly in mind. In the first 
place, the location of a disease and the 
instituting of measures for its prevention 
and control should be the chief objective 
in any plan. The location of foci of infec- 
tion and the circumscribing and eliminat- 
ing of them is also fundamental. Then, 
too, the recording of infectious diseases 
according to age, sex, color, race, nation- 
ality, climate, season, occupation and local- 
ity is of importance in the study of mor- 
bidity data with a view of obtaining de- 
sirable information in the control and sup- 
pression of these diseases. Without hav- 


1 

\ 

( 

( 


Vol. XIV No. 4 


ing reports of the infectious diseases, it 
would be impossible to study and investi- 
gate intelligently the occurrence of rare 
diseases and their modes of transmission. 
The study of disease incidence is also of 
value with reference to epidemics and pan- 
demics. It may be advisable to sacrifice 
one or more of these points at the outset 
to obtain the main objective, the ultimate 
use of a plan which is regarded as more 
or less ideal. 


Within the last year the U. S. Public 
Health Service, through its division of epi- 
demiology, has offered to co-operate with 
a limited number of states with a view 
of carrying out what may be termed 
the “model plan”:in the reporting of 
morbidity statistics. In order to effect 
this result, the state health officer is made 
collaborating epidemiologist, with assist- 
ants, if necessary, and each local health 
officer is also appointed an assistant col- 
laborating epidemiologist. This makes it 
possible for those officials and the physi- 
cians to use the franking privilege in mak_ 
ing reports to the local health officers. 
The plan requires the reporting of all in- 
fectious diseases on clinical cards provided 
for this purpose, giving such data as is 
deemed advisable pertaining to each dis- 
ease. These reports are to be made by the 
physicians to the local health officer within 
twenty-four hours after the diagnosis is 
made. Then, at the end of each week, 
summary clinical cards are mailed to the 
state health officer for tabulation and per- 
manent record. In turn, the state health 
officer makes a monthly report on these 
diseases to the Surgeon-General of the U. 
S. Public Health Service. This plan con- 
templates meeting all of the requirements 
and working out the best possible system 
for obtaining morbidity reports. However, 
owing to the variation of organization in 
the local health departments, and there- 
fore the difference in efficiency depending 
on whether they are in charge of part- 
time or whole-time men, this plan is con- 
fronted with what appears in some in- 
stances almost insurmountable difficulties. 
If every county in the state had a depart- 
ment of health, with an all-time director 
in charge, there would be less question 
about the ultimate success in using the 
model plan. But in view of the lack of 
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organization, the question naturally arises, 
is it desirable to obtain these reports in 
a somewhat modified way at the outset, 
— as the ultimate objective the model 
plan? 


Just in this connection I trust you will 
pardon me for referring to the method 
used in Mississippi during the past eight 
years. During the latter part of 1913, the 
director of the Bureau of Vital Statistics, 
under whose direction these reports were 
made, conceived the idea of requiring the 
county health officer, all part-time men at 
that time, to make summary morbidity re- 
ports at the end of each month on special 
forms based on monthly summary reports 
from the individual physicians in the 
county on the infectious diseases which 
they had in their practice during the 
month. While we were fully conscious of 
the defects in the method used and the 
results achieved, still it was considered a 
decided step forward. There were two 
facts in mind in inaugurating the plan: 
(1) to secure the co-operation of all the 
physicians in making morbidity reports, 
and (2) to obtain information which 
would be of definite value when considered 
over a period of years, and, also, of lim- 
ited value in the actual control and pre- 
vention of diseases at the time the report 
was made. In order to obtain results in 
effecting this system, a monthly report 
was sent to each county health officer 
graded on the percentage of physicians 
reporting to him that month in the county. 
In this way, the counties were graded A, 
B, C, D, and E. The county health officer 
who secured a report from 90 per cent or 
more of the physicians in the county was 
classed as grade A; those obtaining a re- 
port from 80 to 90 per cent graded B, and 
so forth. It appeared very soon that this 
caused a very wholesome rivalry between 
the county health officers and physicians 
of the state. The work of the county 
health officers was followed up by corre- 
spondence and otherwise and the physi- 
cians who did not report were investigated, 
so that with each successive month -the 
results improved in quality from every 
point of view. To secure better results in 
backward counties, the judge of the court 
was requested by certain county health 
officers to charge the grand jury with 
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the responsibility of investigating the 
physicians of the county relative to 
making morbidity reports. This had a 
most wholesome effect. It is gratifying 
to state that we are now obtaining reports 
from about 95 per cent of the physicians 
of the state each month. 
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During recent years we have required 
the physicians to report acute infectious 
diseases, under Section IV of Morbidity 
Regulations, directly to the State Health 
Officer on a clinical card. This is done, 
primarily, for the purpose of controlling 
the spread of these diseases. Within the 


CONTROL OF MALARIA IN MISSISSIPPI 
Mississippi State Board of Health—Cases and Deaths from 1915 to 1919 
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Fig. 1.—The above graph shows the cases and deaths from malaria during the years 1915 to 1919. There has been 
definite decrease in malaria in Mississippi and this is evidenced by the fact that each year from 1915 B cal 4 
1919 the deaths have decreased from 1492 in 1915 to 653 in 1919. 
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last year the health officers, in as many as 
41 counties, have been made assistant col- 
laborating epidemiologists and we are 
now trying to develop the model plan as 
above detailed for the purpose of report- 
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ing the acute infectious diseases to 
the local health officer as soon as the 
diagnosis is made. However, we also re- 
quire of these health officers a summary 
report from physicians at the end of the 


CONTROL OF MALARIA IN HARRISON COUNTY, MISSISSIPPI 
Mississippi State Board of Health—Cases and Deaths from 1915 to 1919 
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Fig. 2.—Public health activities in Harrison County, Mississippi, have been carried on during the past several years 
especially for the control of malaria. The above graph, showing cases and deaths during the successive years 
from 1915 to 1919, indicates a decided reduction in both cases and deaths from malaria. 
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month, as heretofore, and we then use the 
summary reports as a control test for in- 
creasing the efficiency in reporting the 
acute infectious diseases on special clinical 
cards. 

There are, doubtless, those who question 
the use of any method of making morbid- 
ity reports except upon the model plan, 
and think that it should be used at the 
very outset. But we must realize that it 
takes time to develop this work; that it is 
only very recently that any definite plan 
has been proposed; and that there has 
been much indifference on the part of the 
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In beginning any plan the question 
arises, is it desirable to make reports of 
all infectious diseases within twenty-four 
hours after the diagnosis is made, or is it 
better only to report the acute infectious 
diseases within twenty-four hours to the 
‘local health officer and those of a more in- 
sidious and gradual onset at the end of 
each month? As we see it, the main ob- 
jection in having a report made of two 
different groups of diseases at different 
times is the possible confusion which may 
occur among the physicians. It may also 
be contended that there is increased ef- 


Morbidity hetes of Mississippi, 1914-1920 
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*Standardized for a month of 30 days. 


Fig. 3.—Credit is accorded Dr. Frederick L. Hoffman, Statistician of the Prudential Insurance Company, for the above 
graph, using Mississippi data on malaria by months, indicating the mean temperature and monthly rainfall. 


medical profession, in general and in par- 
ticular, in making any kind of report. 
While we recognize the defects in the mor- 
bidity reports obtained in our State, we 
are also confident that the plan used has 
been productive of great good in estab- 
lishing an esprit de corps among the phy- 
sicians, and the information obtained has 
been most helpful in convincing the public 
that the State Health Department has 
achieved definite results in its methods of 
work. This is well illustrated by the 
graphs. 


ficiency in the simplicity and uniformity 
of the plan used. As the reports are to 
be made on clinical cards giving certain 
data of all diseases, it would seem desir- 
able that these reports be made promptly, 
regardless of the character of the disease. 
This would unquestionably render the in- 
formation more reliable and useful. How- 
ever, it may be advisable in achieving the 
ideal plan as above described to use a mod- 
ification of it during the initial stage. 
The making of morbidity reports with 
special reference to malaria implies that 
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there is a question whether a disease like 
malaria should be reported by the physi- 
cians, and, if reported, should it be made 
on a clinical card within twenty-four hours 
after the diagnosis is made or on clinical 
cards at the end of the month giving cer- 
tain data about each case, or in summary 
form without giving information relative 
to each case? 


If we are to prevent and control malaria 
and deal with this great problem on a 
scientific basis, it is certainly necessary to 
have reports made on cases of malaria. 
Since the reporting of malaria within 
twenty-four hours after diagnosis is made 
would be of but little value, so far as in- 
stituting immediate measures for the con- 
trol of malaria fever, it would seem ad- 
visable to make reports of this and similar 
diseases at the end of the month. These 
reports would be used chiefly to direct in- 
telligently the methods employed for the 
prevention and control of such a disease 
over a long period of time. And, there- 
fore, in order to deal with the medical 
profession in the most reasonable way, to 
obtain their interest and co-operation, it 
would doubtless be best to require the phy- 
sicians to make these reports at the end 
of each month, either on clinical cards or 
in summary form. The report should be 
made, but there is a question as to whether 
it should be on summary form or clinical 
cards. Therefore, the course which is 
least burdensome to physicians is the best 
to follow relative to malaria and _ allied 
diseases at this stage in the development 
of health organizations. 

In Mississippi, during the past eight 
years, reports have been obtained from 
more than 90 per cent of the physicians of 
the State on malaria in summary form 
each month. It is of interest to note that 
the deaths from malaria which have been 
reported on the regulation death certifi- 
cate on the basis of the model plan have 
been decreased each year, and this fact 
confirms and reinforces the result obtained 
in the morbidity reports. In other words, 
there has been a decrease in the morbidity 
and mortality of malaria in Mississippi 
as shown by these reports in the last seven 
years. 

Regardless of the scientific value which 
may be attached to the morbidity reports 
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in our own State, they have been of de- 
cided value in creating confidence on the 
part of the public in the State Health De- 
partment, and we also believe that they 
are of considerable importance in the 
study and control of malaria and other 
diseases. 

In conclusion, I wish to emphasize the 
great need of having the U. S. Public 
Health Service institute a plan for the re- 
porting of morbidity statistics in co-opera_ 
tion with the respective states to establish 
a registration area for morbidity. This 
has been done by the Bureau of Census 
with reference to births and deaths. The 
reporting of morbidity statistics is such a 
difficult problem and involves so many re- 
lations to the public and medical profes- 
sion that the model plan will never be suc- 
cessful until the Federal Government pre- 
sents a plan to a state and begins to es- 
tablish registration areas based on proper 
execution of that plan. The fact that 
these reports are not being obtained, gen- 
erally speaking, upon the right kind of 
basis and as successfully as their impor- 
tance demands, will of necessity cause a 
weak link in the methods used in the pre- 
vention and control of the infectious dis- 
eases. We all recognize that the most im- 
portant thing is to obtain the information 
relative to where a disease is at its begin- 
ning in order to prevent its spread. It is 
better to put out the spark before it be- 
comes a fire. 


DISCUSSION 

Dr. S. W. Welch, State Health Officer, Mont- 
gomery, Ala.—The importance of obtaining these 
reports in any form can not be challenged. It is 
better to get reports, as we have endeavored to 
do in Alabama, in any manner whatsoever and 
from anybody rather than not to get them at 
all. We should like to have them in proper form, 
and we should like to have them designate the 
age, sex and race of the individual affected. But 
if we can’t get them that way, we will take them 
merely by names, of the numbers that have oc- 
curred in the practice of the physician. 

There are some diseases which should be re- 

rted immediately. We have a Bureau of In- 
ectious Diseases in Alabama that started out 
about a year ago under very unfavorable circum- 
stances. We had not endorsed the plan adopted 
in some states of making a drive on certain dis- 
eases. You may take malaria, for instance, ex- 
clude reports of all other diseases, and make an 
effort to get complete reports on malaria. The 
Bureau of Venereal Disease Control at Wash- 
ington made an effort to have Alabama make a 
drive on venereal diseases. This we objected to. 
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We believed that unless we educated the doctors 
to report all infectious diseases, an effort to get 
accurate reports on a certain disease would, when 
the pressure was relieved, do us more harm than 
ood. The results obtained in other places has 
emonstrated the accuracy of that conclusion. 

We made an effort to get immediate reports 
on all diseases in cases like diphtheria which re- 
quired immediate control. We requested the doc- 
tors to report by wire so that the quarantine of- 
ficers or the county health officer, whichever 
might obtain in the county in which the disease 
occurred, might take cognizance of it and imme- 
diately isolate it. But in cases like typhoid fever 
or malaria, where the necessity for immediate 
action was not quite so great, we expected reports 
at the end of the month. 

The uniform plan of reporting suggested by 
the U. S. Public Health Service has ben adopted 
in Alabama. The reports coming into the Bu- 
reau of Epidemiology have shown a very steady 
growth since October a year ago. Every month 
has shown an increase in the number of doctors 
reporting and in the number of cases reported, 
and we are indulging the hope that by the time 
we get our counties organized, or at least the 
major portion of them, we shall have fairly good 
morbidity reports. 

Mr. A. W. Fuchs, Associate Sanitary Engineer, 
U. S. Public Health Service, Memphis, Tenn.— 
While most states make the reporting of commu- 
nicable diseases obligatory, many fail to include 
malaria among reportable diseases. That is the 
case in North Carolina, where I did some malaria 
work during the past few years. The details of 
the methods used for collecting state-wide reports 
on malaria and the determination of the advan- 
tages of one method over another are important, 
but not so important as the fact that the reports 
are collected. A meeting like this is the proper 
place to urge upon all state health officers the 
necessity of making the reporting of malaria 
obligatory by law. On account of the entire ab- 
sence of malaria reports in many states, various 
schemes have to be resorted to, to get an idea of 
the prevalence of malaria. I have used a num- 
ber of methods which I wish to suggest to those 
people working in states where the reporting of 
malaria is not made obligatory. 

One which has been used quite frequently is to 
visit the doctors in the community and get from 
them the number of cases of malaria treated by 
them during a given period. Most practicing 
physicians do not keep case records, but will 
often be able to recall, «+ glancing through their 
day book or account books, the patients treated 
for malaria. 

Of course, it is difficult to get the doctors to go 
to this trouble, but I have found in the towns 
that I have worked that at least 70 per cent of 
the doctors are willing to give you reports if 
you keep after them. You may not succeed on 
the first visit, and perhaps not on the second, 
but if you keep after them long enough you will 
finally get something. 

Another method frequently employed is to ob- 
tain a history index by a house-to-house canvass 
of the community or a portion of it. From this 
the percentage of the population infected may be 
calculated. esults a history index are gen- 
erally higher than the figures obtained from 
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doctors, as many cases never consult a_physi- 
cian. On the other hand, such an index is often 
too low on account of the unwillingness of per- 
sons interviewed to give the information. 

I have been able to obtain a fairly comprehen- 
sive idea of the malaria situation in a community 
by examining doctors’ prescriptions on file in loca] 
drug stores. Some idea of the prevalence of 
this disease may also be obtained . requesting 
the parents of children who have been absent 
from school to state whether the absence was due 
to malaria. 


Health and industrial insurance companies’ 
records of claims paid for malaria by those com- 
panies are of considerable value where available. 
I have obtained such data for several towns in 
North Carolina. The difficulty about these figures 
is that they will not by any means give you all 
the malaria cases that exist in the town in ques- 
tion. But if the purpose of your investigation is 
to obtain a comparative idea of the prevalence of 
malaria from year to year, especially as the re- 
sult of an anti-amalaria campaign, it has been 
my experience, where state morbidity reports are 
not available, that reports by health insurance 
companies are about as reliable a method of de- 
termining the decrease or increase in malaria as 
any method known. 

Dr. John Thames, City Health Officer, Little 
Rock, Ark.—I do not want this opportunity to 
pass without referring to one part of Dr. Leath- 
rod paper, and that is a summary monthly re- 

rt. 


It was my privilege in 1912, in Wilmington and 
New Hanover Counties, North Carolina, to assist 
in establishing a health department, in advance 


of the, State department, in regard to morbidity . 


reports. The plan adopted was to have the case 
reported within twenty-four hours and then a 
monthly summary report of all the cases of the 
disease by the physicians. This was the plan we 
adopted in 1912. It worked very well, indeed. It 
encouraged the doctors and it helped the health 
department. We health officers have to take care 
of ourselves. It helped in this way: when the 
doctor telephoned in the case and then kept it 
with the case card report it was easy to find the 
case. The doctor was required or encouraged to 
make a summary report. If he told us that he 
had telephoned the case and that he had mailed 
the card at the end of the month,taking the num- 
ber of cases reported, we checked up to see 


‘whether or not the case had been reported. If 


it had been, we had it at the end of the month 
over the doctor’s signature again. 


The greatest trouble we had was the inability 
of the physician to verify his diagnosis. When 
I asked them to take a specimen of blood and 
make a complete examination before they began 
the treatment, they told me that the patients very 
frequently had ben taking a course of quinin for 
two, three or four days before they went to the 
physician. It was impossible to get an accurate 
report of the case. Getting an accurate report 
is our chief trouble, because treatment is begun 
before the examination and diagnosis are made. 

Mr. George Parker, Sanitary Engineer, Inter- 
national Health Board, Austin, Tex.—There 1s 
one point which is suggested by the antimalaria 
work that I was connected with this year. 
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According to reports that were available 
through a local health officer, there was shown a 
106 per cent increase in malaria surrounding an 
area under malaria control. The doctors who re- 

orted cases furnished a guide for the work, 
Designating what rogress was being made. 
Statements of the physicians were that 50 per 
cent of the malaria cases being treated in the 
controlled area were contracted in the surround- 
ing communities. We have no definite figures of 
what the malaria rate was in the town without 
the history.connected with each case, but we do 
know there was a 106 per cent increase in the 
surrounding territory. 

The antimalaria demonstration work that is 
being carried on is guided by statistics. Without 
these we can not know what the result of the 
work is. We find that it is almost impossible 
for the doctors to check over their books and give 
an accurate idea of what malaria was treated 
during previous years, so when a season’s work 
is finished there is no basis for comparison to 
show the gain that has been made. 


If reporting of cases can be instituted where 
antimalaria work is being conducted, the princi- 
pal thing is to include in such records a history 
of each case. It might then be known where 
the infection is originating, and methods to con- 
trol that infection could be adopted. 


Dr. T. H. D. Griffitts, Surgeon, U. S. Public 
Health Service, Norfolk, Va.—I at one time had 
the desk of State Vital Statistician in a leading 
state. The main benefit of the vital statistics 
there was to give me some idea of the lack of 
reporting. That was about all it amounted to. 


We have neglected an important means of se- 
curing better vital statistics in that we have not 
stressed the subject more in the medical schools. 
When one is licensed to practice medicine, surgery 
and obstetrics, in all their branches, this license 
should also specifically include and sternly re- 
quire reporting of communicable diseases in such 
manner as required by the legally constituted 
health authorities. Is it not time now to start 
along this line and to make this a part of the 
licensing of the state under its police power? In 
its relation to public welfare, preventive medi- 
cine is the most important branch of medical 
science. Public health efficiency is largely de- 
pendent upon dependable vital statistics, and 
whenever a physician fails to comply with the 
requirements of vital statistics laws, why should 
not this affect his privilege of continuing to prac- 
tice medicine? 


Relative to the remarks of Dr. Welch, of Ala- 
bama, on the question of reporting immediately 
malaria as in the case of yallee fever: I believe 
if this were required, or we attempted to require 
it, that it would in a measure defeat the purpose 
that we are aiming at in getting reports of ma- 
laria. Let us not lose sight of the fact that 
malaria and yellow fever are quite different as 
regards their infectious stages. At the onset a 
case of malaria is not capable of infecting the 
Mosquito; sufficient time must have elapsed for 
the development of the gametocytes and for their 
occurrence in the peripheral circulation. That is 
usually several days, or even weeks. Not so with 
yellow fever. The mosquito concerned (Aedes 
calopus) must bite the patient during the first 
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three or four days of the attack .n order to be- 
come infected. Later than this the patient is 
not infectious to the mosquito. Hence, the im- 
portance of immediate report and _ protection 
from the bites of the mosquito in the case of yel- 
low fever. With malaria the chronic case and 
the carrier are the public health dangers. 

I believe that if monthly reports are required 
for malaria we should come nearer getting the 
full ern of the practicing physician and 
the results desired than if it is attempted to get 
reports within twenty-four hours. 


Dr. Frederick L. Hoffman, Statistician, The 
Prudential Insurance Company, Newark, N. J.— 
As Chairman of the Committee on Statistics of 
the National Malaria Committee, I have prepared 
a report representing the work of the year. I 
shall not read this, but shall place it on file with 
the a that the matter may subsequently be 
printed. The report may be summarized in the 
statement that the general conclusions are favor- 
able to the work which has been done in the State 
of Mississippi, suggestive of the direction which 
similar efforts should take in other states in 
which malaria is a problem of sufficient impor- 
tance. The Mississippi plan of disease registra- 
tion is by far the most successful that has been 
developed in this or in any other country of 
which I have knowledge, not only as regards 
malaria and the infectious diseases, but also as. 
regards certain other cases, particularly pneu- 
monia and cancer. 

The Mississippi method of disease registration 
rests upon reports made by attending physicians 
direct to the county health officer and the report 
is then made by the local health officer to 
the Register of Vital Statistics for monthly 
tabulation and analysis. The data are avail- 
able for public consideration within a few 
weeks after the end of the month, disclosing a 
true picture of the health conditions of the State. 
The Mississippi method clearly illustrates the 
practical value of morbidity statistics as an in- 
dispensable aid in the correct interpretation of 
mortality facts. Unfortunately, the mortality 
data are much more delayed as regards publica- 
tion than the morbidity data, so that it is impos- 
sible at the present time to deal with the death 
rates in the manner with which we deal with the 
sickness rates. Through the courtesy of the 
Census Office, however, I have been able to bring 
together the mortality data for the two years 
1918-1919, and with your permission I shall briefly 
comment upon the essential facts for the Delta 
counties, where malaria for reasons of topog- 
raphy, lack of drainage, etc., is most common, 

Combining the 13 Delta counties, it appears 
that the malaria morbidity increased from 46,509 
cases reported during 1918 to 50,956 during 1919. 
The corresponding morbidity rates per 1,000 of 
population were 118.4 for 1918 and 122.1 for 
1919. As a disease, therefore, malaria was more 
common during 1919 than during the previous 
year. In Bolivar County the actual num- 
ber of malaria cases reported increased from 
8,318 in 1918 to 10,370 in 1919. Or, respectively,. 
the rate per 1,000 of population increased from 
148.8 to 182.6. This is the highest rate recorded 
for any county in the Delta. Sunflower County, 
during 1919, showed an increase in reported 
cases from 5,675 to 6,932, or, respectively, the 
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rate changed from 134.8 to 156.7. Malaria dur- 
ing 1918 increased as a disease in Bolivar, Coa- 
homa, Issaquena, Sunflower, Tallahatchie and 
Washington Counties, while it decreased in Le- 
flore, Holmes, Quitman, Sharkey, Tunica and 
Jasper Counties. In none of the counties in 
which the disease decreased were special efforts 
made at either acclimatization or other prevent- 
ive methods of a particularly striking nature. 

The mortality from malaria decreased from 
407 deaths in the 13 Delta counties during 1918 
to 330 deaths in 1919. Respectively, the death 
rate decreased from 103.6 per 100,000 of popula- 
tion to 79.1. In Bolivar County the death rate 
decreased from 105.5 in 1918 to 74.0 in 1919, 
while in Sunflower County the rate decreased 
from 109.3 to 95.0. The death rate increased 
only in Tallahatchie County and was compara- 
tively unimportant, or from 46.3 to 46.7. The 
death rate decreased in all the remainder of the 
12 counties, for which the comparative statistics 
are available for the two years. It would, there- 
fore, seem that while the disease was more fre- 
quent in 1919, it was less fatal. The ratio of 
deaths to cases was 46,509 in 1918 with 407 deaths, 
or .88 per cent, against 50,956 cases in 1919 with 
330 deaths, or .65 per cent. 

An effort will be made in the final report of 
the Committee to co-ordinate the monthly mor- 
bidity rates for the last five years to the corre- 
sponding climatological elements for such_locali- 
ties as make the information available. It may 
be said in this connection that the monthly mean 
temperature of Vicksburg, which is fairly rep- 
resentative at least for the lower portion of the 
Delta, was precisely the same during 1918 as 
during 1919, or 65.8 degrees, varying from the 
average for the decade only 0.4 points in excess. 
The rainfall, however, which had been 59.76 
inches during 1918, or considerably in excess of 
an average of 49.06 inches for the decade, was 
56.65 inches in 1919. Both 1918 and 1919 were, 
therefore, years favorable to a high rate of ma- 
laria frequency, particularly when compared with 
the year 1917, when the rainfall was only 39.94 
inches. The two years 1918-1919 are the highest 
applies to the mean temperature of the dew- 
for the decade 1910-1919. The same conclusion 
for the decade, or 57 degrees. Aside from the 

oint, which during 1919 was the highest on record 
oregoing, the mean relative humidity was also 
the highest on record during the year 1919, or 80 
per cent, compared with an average of 74 per 
— for the decade and 74 per cent for the year 
1918. 

In conclusion, attention may be directed to the 
malaria morbidity data for the year 1920, re- 
ported by the State Board of Health provisionally 
as follows: 


January ..................... 3,909 cases 
February | 65 cases 
March cases 
cases 
August = cases 
September cases 
October cases 


These returns are for the State as a whole 
and clearly indicate that malaria remains, as 
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heretofore, a problem demanding the most seri- 
ous consideration not only on the part of the 
people concerned, but also on the part of the Fed- 
eral Government and all other agencies in a po- 
sition to render effective aid as far as may be 
possible in the light of the knowledge now ex- 
tant. 

Dr. C. C. Bass, Tulane University, New Or- 
leans, La.—In estimating the value and in con- 
sidering the usefulness of reporting malaria, 
there are two useful purposes which the reports 
may especially serve. One is statistical and the 
other is malaria control. For purposes of sta- 
tistics, accuracy is, of course, very desirable. 
For purposes of control, accuracy is also impor- 
tant. 

I have had the opportunity of observing and 
checking up the malaria reports of the physi- 
cians in one large county in Mississippi, taking 
the monthly reports for two years. Something 
more than 75 per cent of all the physicians in 
this county reported in multiples of five during 
the year. Such careless and inaccurate reports, 
I think, are largely the result of reporting by 
months or monthly reports. For statistical pur- 
a monthly reports, on malaria at least, should 

e largely discounted. I am not sure that this 
may not be an exceptional group, but these are 
the facts. 

For purposes of control of malaria monthly 
reports, by number of cases only, are of ex- 
tremely little value. Comparatively little good 
can result from knowing the total number of 


‘eases of malaria that occurred in a given county 


over the entire month, and this is especially true 
if the numbers reported are grossly inaccurate. 
What is needed is the name and location of each 
case, the report to be followed up in some way 
to insure that the case is cured and ceases to be 
a source of infection to others. If a report of 
every case were made within twenty-four hours, 
the statistical value of such reports would be 
very much greater because of greater accuracy. 
The correct number of cases of malaria would be 
reported and the physician would not, as at 
present, hurriedly look over his books at the end 
of the month and put down some number that he 
guesses at. ; 

It is true that perhaps it would be very much 
more difficult to get daily reports, and I am not 
at all prepared to argue that they should be de- 
neh, or that they could be secured. I believe 
that reports of malaria made promptly after the 
diagnosis is made would be of much more sta- 
tistical value and would also be valuable for pur- 
poses of control if the circumstances were favor- 
able for carrying out proper control measures. 


Dr. J. S. Mitchener, North Carolina State 
Board of Health, Raleigh, N. C—North Carolina 
at the present time is operating under a law for 
the control and prevention of infectious diseases. 
At the next session of the Legislature we shall 
ask that our law be changed to control prevent- 
able diseases. This will give us, so to speak, a 
state-wide no fence law. Then we can make an 
effort to work along such lines as we see fit, and 
introduce each new disease at the opportune time. 

Our machinery is very similar to the machinery 


-of Alabama. We have the full-time county unit 


which is co-vperating with the State, and in these 
two organizations the Department directs the 
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quarantine work locally. In the counties which 
have no full-time machinery whatsoever we have 
what we call the quarantine officer. The county 
is our unit from the executive viewpoint. 

To secure complete and accurate reports of all 
cases, we must keep ever before us this one 
thing—a plan that will insure the greatest 
amount of good with the least amount of trouble 
to the medical fraternity. Upon that revolves 
the whole thing. 

On malaria I have an open mind. What of 
the accuracy of the diagnosis of this disease? 
When a report comes to my office it is tabulated 
as malaria, typhoid or diphtheria. I practiced 
medicine in the eastern part of the State for two 
years, where we have the most of our malaria. 
I sometimes feel that if we have malaria on a 
twenty-four-hour report basis malaria is going 
to be the waste basket of our medical fraternity, 
and everything that they are uncertain of is going 
into the waste basket. We should consider that. 

I am inclined to think that if we have a phy- 
sician who is behind the work making weekly or 
monthly reports, he can scan over the list of 
atients for the time, if he keeps them, and say, 
‘I believe from the clinical symptoms that Mr. 
Smith had malaria; that Mrs. Smith didn’t.” To 
get the data, a personal conference will be neces- 
sary and unless one is just doing a “demonstra- 
tion work” it can hardly be done. The facility 
used by the family doctor in diagnosing malaria 
is not a high power microscope, but a quinin pill, 
and this pill is the treatment for many maladies. 


Dr. Graham E. Henson, Jacksonville, Fla.—Ma- 
laria has been the greatest problem of the physi- 
cian of the South for a great many years, and 
we feel that the reporting of it on a twenty-four- 
hour basis is not going to make any change in 
the situation. 

I agree with the previous speaker that the 
immediate reporting of malaria probably would 
not accomplish the end desired, and it was well 
brought out that where the report of yellow 
fever immediately is a necessity on account of the 
infective period, so far as the mosquito is con- 
cerned, the same does not apply to malaria, for 
the simple reason that the sexual forms of the 
disease do not form in the human circulation until 
the disease has been present for many days. 
Regarding the good that can be accomplished by 
the reporting of malaria there is, of course, no 
argument. When it should be reported, it seems 
to me, should be left very largely to the attending 
physician. 

A laboratory diagnosis should be required, or 
clinical evidence that it is a case of malaria be- 
yond any dispute, before the case is reported as 
one of malaria. 


Mr. Frank R. Shaw, Assistant Sanitary En- 
oe. U. S. Public Health Service, New Or- 
eans, La.—We are confronted with securing our 


statistical data from a profession which is very 


strong in any community. It is absolutely neces- 
sary to have laws requiring certain reporting, 
but I have observed communities where a great 
deal of antagonism had been caused by demands 
and threats of prosecution. The result was that 
in these aghast age communities the doctors re- 
ported only such diseases as they felt necessary 
for their own protection. At the time of direct- 
Ing preventive measures in some of these com- 


LEATHERS: MORBIDITY STATISTICS 


279 


munities a marked increase in reporting was se- 
cured by personal visits to the doctors or by let- 
ters urging their co-operation and pointing out 
the need of this information in conducting com- 
prehensive campaigns. This experience _indi- 
cated to me that doctors, like the majority of 
people, possess that human characteristic of de- 
siring to respond to a request and a willingness 
to co-operate when shown the benefits derived 
therefrom, and naturally obstinacy when com- 
manded. 


Recently while connected with a municipal 
health department I had occasion to observe like 
results in the matter of morbidity reporting. The 
director of that health department urged co-op- 
eration and secured it. Prior to his taking charge 
the reports were very unsatisfactory and showed 
that during the previous year one more death had 
occurred from both tuberculosis and malaria than 
the number of cases reported and other dis- 
eases showed a very high mortality as compared 
to the morbidity. This director systematized his 
reports and devised a card which required the 
least amount of work from the doctors; it was 
self-addressed to the Health Department and 
signed. The doctor’s work consisted simply of 
indicating his case by cross marks. Thus, by 
securing their personal confidence, developing in- 
terest and providing a simple means, the report- 
ing was increased from a very low standard to 
about 90 per cent of the doctors in that commu- 
nity reporting every day. I do not think the 
same results would have been accomplished by 
force of law. 

I had an opportunity to observe that doctors 
were unable in many cases definitely to diagnose 
malaria, as has been pointed out. I found that 
a doctor who was favorably inclined to the anti- 
malaria work being conducted in his community 
was disposed to consider certain cases of fever 
due to other conditions, and a doctor who was 
unfavorable to the work would report all cases 
of fever as malaria. Some expressed their own 
doubt in certain cases and said that they had 
not reported them. 

I do not think that a diagnosis within twenty- 
four hours would bring about the desired results, 
for some cases seem to require a greater length 
of time to come to a definite conclusion. 


Dr. L. D. Fricks, Surgeon, U. S. Public Health 
Service, Memphis, Tenn.—I am convinced of the 
importance of getting more accurate malaria sta- 
tistics, and certainly a more general reporting of 
malaria throughout the South. 

I fail to find myself in accord with Dr. Bass, 
or at least what I understood Dr. Bass to state, 
about malaria reports; that is, that the same ac- 
curacy is required in reporting malaria from a 
control standpoint as for statistical purposes. 
This does not seem to me to be necessary. For 
control purposes approximate figures will serve. 
This is the most important thing under the pres- 
ent conditions in the South. We have many com- 
munities in favor of malaria control and public 
sentiment aroused over the prevalence of malaria. 
They want to know what to do about it. The 
importance of collecting morbidity reports now 
is this: that unless they are started now the 


‘communities are going to have a more difficult 


problem in handling malaria later on, and they 
are going to fall just that much behind the com- 


; 
i 
tH 
4 


4 


280 SOUTHERN MEDICAL JOURNAL 


munities which have begun reporting. That is 
the need that is pressing now. We do not re- 
quire the same standard of reporting for the vari- 
ous communicable diseases. Certainly, a case of 
yellow fever should be reported immediately in 
order that it may be controlled, but the question 
of whether you have 12 per cent or 20 per cent 
of malaria infection to begin with in a given 
community from a control standpoint is not vital. 
Next month or next year it may be quite different, 
depending entirely upon the number of carriers, 
mosquito production, amount of rainfall and 
many other social and economic factors. Malaria 
is an endemic disease and the public health of- 
ficer only wants to know whether malaria is in- 
creasing or decreasing in his community and what 
the factors are which enter into the decrease or 
increase in that community. When we have done 
this we shall find that instead of malaria being 
evenly spread over the 412,000 square miles of 
potential malaria territory in the South there 
will be some areas where malaria infection has 
never occurred. Even in Louisiana and Florida 
and the Delta region of Mississippi, which, be- 
cause of their slight elevation above sea level, are 
all potentially malarious, we find certain areas 
there that are comparatively free from malaria. 


Dr. Griffitts’ idea is a very good one to this ex- 
tent: the state health officer should compel ma- 
laria reporting, unless he finds out from experi- 
ence that persuasion is the best thing to try in 
the beginning. We must all admit the deplorable 
condition which exists at the present time in the 
reporting of malaria. 


Dr. Leathers (closing).—It seems to me that 
Dr. Fricks struck the keynote with special refer- 
ence to morbidity statistics in the problem of 
malaria. The health officers are facing certain 
practical questions in the development of their 
work, and in the consideration of the malaria 
problem before legislative bodies, it is desirable 
to present something definite from the standpoint 
of statistical data. It is not possible to discuss 
statistical information from the viewpoint of all 
the possible inaccuracies that may arise in col- 
lecting it, but I think the main thing is to empha- 
size certain essential facts as talking points. 
Such facts should be unquestioned and readily 
acceptable by those to whom the information may 
be presented. In the event that the general pub- 
lic is imbued with confidence with the public 
health work that has been done, information of 
this kind would have a remarkable effect in the 
proper development of such work, especially with 
reference to securing necessary appropriations. 


I recall, for instance, during the last legislative 
session in our State, I took before the Committee 
on Appropriations graphs showing certain re- 
sults in public health work in Mississippi. These 
illustrations proved to be very helpful. One mem- 
ber of the Committee said: “I can understand 
that kind of proposition,” and I am prepared to 
support an appropriation on the results indi- 
eated. Illustrations of this character serve to 
make the whole question of disease control tan- 
gible and definite in the minds of those to whom 
such information is conveyed. When data is ob- 
tained over a series of years by a _ uniform 
method, whatever errors may exist will at least 
be common to the entire period. Therefore, the 
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statistical information will be extremely signifi- 
cant and helpful. 

In doing malaria work, and in fact, any kind 
of public health work, it does not seem necessary 
to antagonize the medical profession. When it 
is known that the medical men of the state rep- 
resent a group which in the main are well edu- 
cated and as a whole stand for the better things, 
it seems possible to project public health activi- 
ties in such a way as to obtain their interest and 
co-operation. It is perfectly evident that we 
must work with the ig igen day in and day 
out, and I do not think it wise to use a “hammer 
and tongs” method in dealing with medical men. 
It is my experience that physicians can be ap- 
pealed to as no class in public health work. Any 
one who proceeds on the premise that it is neces- 
sary to antagonize the physicians, or be indiffer- 
ent to their support and good will, is not likely to 
succeed in public health work. Our greatest 
strength in public health work in the future will 
be in the united support of the medical profes- 
sion. 


THE STANDARD TREATMENT FOR 
MALARIA —A DISCUSSION OF 
SOME OF ITS ADVANTAGES* 


By C. C. Bass, M.D., 
Tulane College of Medicine, 
New Orleans, La. 


At the last conference the National Ma- 
laria Committee' proposed a_ standard 
treatment for malaria for the purpose of 
curing the patient of his infection with 
the hope that it would be generally 
adopted by practicing physicians where- 
ever malaria prevails in this country. The 
treatment proposed is as follows: 

“For the acute attack 10 grains of quinin sul- 
phate by mouth three times a day for a period 
of at least three or four days, to be followed by 
10 grains every night before retiring for a period 
of eight weeks. For infected persons not having 
acute symptoms at the time only the eight weeks 
treatment is required. 

“The proportionate doses for children are: un- 
der 1 year, % grain; 1 year, 1 grain; 2 years, 2 
grains; 3 and 4 years, 3 grains; 5, 6 and 7 years, 
4 grains; 8, 9 and 10 years, 6 grains; 11, 12, 13 
and 14 years, 8 grains; 15 years or older, 10 
grains.” 

The object of the treatment is not only 
to relieve clinical symptoms, but to disin- 
fect the patient in order to prevent re- 
lapse and transmission of the infection to 
others. Too little attention has been given 


*Read before the National Malaria Committee 
Conference on Malaria) meeting conjointly with 
the Southern Medical Association, ourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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in the past to this feature. The propor- 
tion of cases of malaria treated by physi- 
cians that are actually cured of the infec- 
tion is ridiculously small. This is due 
largely to the inefficient methods of treat- 
ment employed. A standard method of 
treatment, if efficient, would tend at least 
to change this condition and considerably 
reduce the number of malaria carriers, 
potential sources of infection to others. 

It has been my good fortune io be in 
position to observe” the use of this method 
of treatment employed on a large scale 
and also to hear the expressions of satis- 
faction from a great many practicing phy. 
sicians who are following it. I feel that 
these observations and this experience 
fully justify me in offering a word of ap- 
proval and a brief discussion of some of 
the advantages of the method. 

It should be understood that the stand- 
ard treatment is intended for ordinary 
and average cases of malaria and i‘ is not 
expected to be applicable under a!i condi- 
tions. With regard to this point, the re- 
port of the Committee says: 

“It is not claimed that this is a perfect or even 
the best treatment in all cases, but it is our be- 
lief that it is a good and satisfactory method for 


practical use to prevent relapse and transmis- 
sion to other people.” 


However, it should be remarked that 
the cases in which the standard treatment 
is not applicable are extremely rare. They 
are so rare as to be almost negligible. 


SULPHATE THE PREFERABLE SALT 


Quinin sulphate is the salt of quinin 
recommended. Other salts are no doubt 
equally effective when given in doses of 
corresponding quinin content. The sul- 
phate is the salt with which most people 
are familiar. It is the standard commer- 
cial article and is as cheap as, if not 
cheaper than, the other salts, considering 
its quinin content. Since the treatment 
necessary to disinfect must be continued 
for a long time, it is desirable to select the 
kind of quinin which people are most 
likely to take. It is reasonable to suppose 
that the sulphate, with which most people 
who live in malarious localities are fa- 
miliar, would be more likely to be taken 
than salts less well known. 

The theoretical ground for the choice 
of some of the more soluble salts is prob- 
ably not well taken, as there is consid- 
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erable experimental evidence that they are 
not more rapidly absorbed* than the sul- 
phate. If such were the case, it would be 
a disadvantage instead of an advantage, 
because what is wanted in malaria is con- 
tinuous absorption and continuous pres- 
ence of quinin in the blood over consider- 
able periods of time. If, therefore, the 
supposition that the more soluble salts are 
more rapidly absorbed is correct, the less 
soluble sulphate would be preferable. 


MINIMUM EFFECTIVE DOSE DESIRABLE 


The treatment for the relief of acute 
attacks of malaria should be to give the 
minimum amount of quinin that will ac- 
complish the desired result in all or prac- 
tically all cases. It is undesirable to use 

A 

more, from the standpoint of economy 
and especially from the standpoint of the 
comfort of the patient. Large doses of 
quinin produce a great deal of discomfort 
in many patients and in some perhaps do 
permanent damage. It is undesirable, 
therefore, to give more than is needed. 
The acute symptoms of malaria are re- 
lieved and malaria parasites in the blood 
are killed out in some persons by much 
less quinin than is required for others. 
We have no way of knowing whether a 
given person will get the proper effect 
from the smaller amount of quinin re- 
quired by others. If we could recognize 
in advance those cases who would be ef- 
fected by the smaller amount they would 
be given only the doses necessary, but 
since we can not, all should be given the 
same known minimum effective dose. 
Thirty grains of quinin sulphate daily is 
about the minimum amount that can be 
dependent upon to stop the clinical symp- 
toms as certainly and in as short a time 
as larger doses will. This dose has the 
advantage of effectiveness and, at the 
same time, of producing the minimum 
amount of discomfort commensurate with 
securing the desired results. 


INTERVAL BETWEEN DOSES 


Quinin given by mouth is slowly ab- 
sorbed and slowly eliminated. -When taken 
into a stomach containing food in process 
of digestion, the maximum concentration 
of quinin in the blood as indicated by the 
amount excreted in the urine is reached 
in about eighteen hours. This varies con- 
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siderably with different individuals. The 
amount excreted gradually decreases until 
it disappears in about 48 hours. It is 
very apparent that it would make little 
difference in the amount of quinin present 
in the blood at any given time during the 
twenty-four hours and therefore in the 
effect upon the malaria parasites that get 
out into the blood stream, whether the 30 
grains daily quantity is given in one dose 
or in many divided doses. It is quite 
probable that the effect upon the malaria 
parasites would be practically the same. 


The effect of 30 grains of quinin given 
at one time would produce considerably 
more discomfort to the patient and would 
be more likely to cause gastric irritation 
and perhaps nausea and vomiting than if 
it was given in divided doses. The smaller 
the divided doses, the less discomfort that 
is likely to be produced. However, if the 
number of doses is large, the inconveni- 
ence and trouble will necessarily be 
greater and, in fact, the inconvenience of 
taking medicine at very frequent intervals 
would.overbalance any discomfort pro- 
duced by somewhat larger doses. Again, 
if a large number of divided doses are 
given, it becomes necessary for the pa- 
tient to be awakened from sleep to give 
them, especially if they are to be given at 
equal intervals apart. It is. desirable, 
therefore, to strike a happy medium be- 
tween the one extreme of giving the en- 
tire amount in one single dose and the 
other extreme of giving it in many di- 
vided doses. Almost all persons can take 
as much as 10 grains of quinin sulphate 
at a dose without any considerable discom- 
fort being produced. If the interval is 


every eight hours, it is convenient. There- 


fore, 10 grains three times a day as speci- 
fied in the standard treatment seems fully 
to meet the requirements. This interval 
between divided doses has the advantage 
of convenience, not subjecting the patient 
to unnecessarily unpleasant effects of 
large doses of quinin and of being as ef- 
fective as any other intervals between 
doses. 


METHOD OF ADMINISTRATION 


There are three methods of administra- 
tion of quinin available: intravenous, in- 
tramuscular, and oral. When quinin is 


April 1921 


given intravenously it reaches the blood 
stream at once and at once begins to exert 
whatever influence it may have on the ma- 
laria parasites present in the circulating 
blood. In many cases in which the life 
of the patient is in danger and in which 
it is necessary to get quinin into the blood 
at the earliest possible moment, this is 
certainly the method of choice. In all ex- 
cept very rare, pernicious cases of mala- 
ria, however, there is no such urgent de- 
mand and the patient can well afford to 
wait a few hours for the quinin to be got- 
ten into the blood stream by administra- 
tion by mouth. There is, after all, only a 
few hours’ difference in the time neces- 
sary to get quinin into the blood, and 
there are extremely few cases in which 
these few hours would make any differ- 
ence in their outcome. Administration of 
quinin intravenously is a formidable pro- 
cedure, as, in fact, is administration of 
anything else in this way. Large doses 
sometimes cause profound effect and when 
very large they may destroy life. In every 
instance.in which quinin is given intra- 
venously a certain amount of risk is taken, 
both from the damage that may result 


from quinin itself and the possibility of 


introducing infection. 


It is one of those spectacular proced- 
ures requiring special facilities and spe- 
cial technical ability which tend to 
complicate the treatment. Though 
many in their enthusiasm submit to 
the treatment, even in ordinary cases 
of malaria, it is to be condemned because 
of the risk that it takes without adequate 
advantage. It is not a practical method 
of treating large numbers of cases such 
as is needed for the benefit of the greatest 
number. There is no conclusive evidence 


‘at the present time that a single dose of 


quinin given intravenously is any more 
effective in killing parasites or sterilizing 
the patient than a corresponding amount 
given by mouth. Its only place, therefore, 
is in the very rare special instances where 
a dose or two should be given in this way 
until such time as it can be given by 
mouth. 

Quinin administered by deep injection 
into the tissues is probably as effective 
dose for dose as a corresponding amount 
given by mouth. It is absorbed at a much 
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more variable rate, depending largely 
upon the amount of damage to the tissues, 
produced by the chemical irritation by the 
quinin solution. In some instances it is 
absorbed more rapidly than when given 
by mouth. In other instances it is ab- 
sorbed more slowly and in some it re- 
mains in the tissues for many days or 
even weeks before it is finally absorbed or 
thrown off with the discharge from ab- 
scesses resulting from necrosis of tissue. 
The uncertainty of absorption and also the 
variability of the rate is such as to make 
it perhaps the least dependable method 
of administration and it has the very great 
disadvantage of causing more or less in- 
flammation of tissue and a variable amount 
of discomfort to the patient. In many in- 
stances it is weeks or months before the 
tissues cease to give more or less discom- 
fort. In fact, it is difficult to see how a 
physician who has any sympathy for the 
feeling of his patients could persist in this 
method of administering quinin in any ex_ 
cept the rarest instances where it is not 
practical to give it in any other way. 
This method is also spectacular and re- 
quires special facilities and technical abil- 
ity to carry it out. It is not a practical 
method of dealing with large numbers of 
cases of malaria. 


Quinin administered by mouth is slowly 
but certainly absorbed and in the course 
of a few hours, not more than twelve to 
eighteen, the maximum effect on the ma- 
laria parasites in the circulating blood is 
obtained. Barring the somewhat short 
delay in time, it is as effective dose for 
dose as when: administered in any other 
way. It is not spectacular, does not re- 
quire special facilities for carrying it out 
or expert technical ability, and is uni- 
formly effective. For these reasons ad- 
ministration of quinin by mouth is to be 
preferred under all except very rare and 


‘temporary circumstances. This method of 


administration has the advantage over the 
others of effectiveness, simplicity, not re- 
quiring expert ability or special technic, 
not being dangerous and of not producing 
the discomfort resulting from damage to 
~ tissues often produced by other meth- 
ods, 
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DURATION OF TREATMENT FOR RELIEF OF 
ACTIVE SYMPTOMS 


The length of time over which the 30 
grains of quinin daily should be given is 
“at least three or four days.” The length 
of time necessary for this amount of 
quinin to stop the clinical symptoms of 
malaria in different individuals varies con- 
siderably. In nearly all of them the active 
symptoms stop in twenty-four to forty- 
eight hours. Rarely does a malarial 
paroxysm occur forty-eight hours after a 
patient has taken as much as 30 grains of 
quinin. It does, however, sometimes oc- 
cur and perhaps in sufficient proportion 
of cases to justify the demand that the full 
dose treatment be continued longer than 
forty-eight hours. I am familiar with the 
fact that many think they have seen cases 
of malaria continue to have active fever 
or chills and fever for days and sometimes 
even weeks while taking 30 grains or 
more of quinin daily. Most of such cases 
are errors in diagnosis. In some instances 
no doubt malaria may have been present, 
complicated by or as a complication of 
some other disease which continued the 
clinical symptoms after the number of 
malaria parasites had been reduced to 
where they produced no symptoms. Dur- 
ing the past five or six years I have had 
occasion to observe a great many cases of 
malaria under treatment. Out of that ex- 
perience I do not recall a single instance 
in which patients continued to have fever 
or chills and fever due to malaria, and 
sufficient parasites in their blood as evi- 
dence, while taking as much as 30 grains 
of quinin daily over a period of four days. 
I do not say that such instances do not 
occur, but I do know that they are so rare 
in this country that I have not been able 
to see them. I can conceive of the possi- 
bility and recognize the probability that 
with the malaria that occurs in other parts 
of the world such may not be the case. 

The treatment for the purpose of stop- 
ping clinical symptoms, since it is differ- 
ent from what is necessary after clinical 
symptoms have been relieved, should be 
discontinued as soon as the desired re- 
sults have been obtained. In practically 
all instances this would be within three or 
four days. After the clinical symptoms 
have been relieved, then the treatment 
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necessary to disinfect the patient should 
be begun, replacing the treatment for the 
relief of the acute attack. To continue 
the treatment for the acute attack longer 
than it is necessary produces unnecessary 
discomfort in the patient. From the stand- 
point of the unpleasant effects of large 
doses of quinin and where large numbers 
of patients are to be treated, it would be 
an unnecessary waste of quinin. The ad- 
vantages of the “at least three or four 
days’” treatment of 30 grains of quinin 
daily are that it is the minimum length 
of time that insures the desired results, 
and it is not unnecessarily wasteful of 
quinin nor productive of the unpleasant 
effects of large doses continued over longer 
periods of time. 


FINAL CURE OF THE INFECTION IMPORTANT 


After the acute symptoms have been re- 
lieved, the patient remains infected. 
There being some parasites in certain or- 
gans and tissues of the body, reproduction 
takes place and some parasites are thrown 
out into the circulating blood. If treat- 
ment should be stopped after the first acute 
symptoms have been relieved, the para- 
sites multiply and may become sufficiently 
numerous to cause relapse. This may oc- 
cur in a few days or in a few weeks or 
months. In other instances no relapse 
may occur, though the patient remains in- 
fected for many months. During all of 
this time, whether relapse occurs or not, 
the patient is a malaria carrier and a po- 
tential source of infection to others. Much 
of the spread of malaria results from ma- 
laria carriers who have had _ sufficient 
treatment to relieve the acute attacks, but 
have not been disinfected. 


TREATMENT TO DISINFECT THE PATIENT 
AND PREVENT RELAPSE 


After the acute attack is relieved, the 
object of the subsequent treatment is to 
disinfect the patient. The parasites that 
are lodged in the tissues can not be killed 
by any practical amount of quinin either 
during the acute attack or subsequently. 
All that can be done is to kill them in 
the circulating blood after they come out 
from the tissues. The question at once 
arises as to what amount of quinin is nec- 
essary to kill any parasites that appear 
in the circulating blood. Perhaps actual 
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experience or observation is our most de. 
pendable guide. In my own experience | 
have observed several hundred persons 
living in an intensely malarious locality, 
some having active malaria at the time, 
many more having parasites but no symp. 
toms, and still others having neither para 
sites nor symptoms, all taking 5 grains 
quinin daily. In one group of people this 
was continued for five months and in an- 
other for three months. During the time 
a considerable number developed clinica] 
symptoms and parasites in their blood 
while taking the 5 grains quinin daily. 
This shows that 5 grains is not sufficient 
to kill the parasites. During the past four 
years I have also had the opportunity of 
observing several thousand persons either 
known to have malaria or supposed to 
have it, who took as much as 10 grains 
quinin daily. Though the circumstances 
were not such as to make it at all certain 
that every case of failure would have come 
to our attention, it is reasonably certain 
that a large proportion of them did. Dur- 
ing this entire very extensive experience 
there have been only five instances in 
which patients developed clinical symp- 
toms and parasites in their blood while 
taking the 10 grains quinin daily. These 
seem to be well authenticated cases and 
no doubt some others occurred. They are 
so extremely rare, however, as to be in- 
significant. The fact that these extremely 
rare instances have occurred, however, 
would seem to indicate that this is about 
the minimum dose that can be depended 
upon as reasonably certain to destroy par- 
asites and prevent relapse. Five grains 
certainly does not do it. If 10 grains will 


- accomplish this result, of course any larger 


dose would accomplish as much. 


It would be objectionable to give more 
quinin for this purpose than is necessary, 
for purposes of economy as well as out 
of consideration for the comfort of the 
patient. Though practically all persons 
can take as much as 10 grains of quinin 
daily, even this amount produces consid- 
erable discomfort, especially in people who 
are up and about and active. The treat- 
ment for malaria after the acute attack 
has paseed is usually given to persons who 
are up and engaged in their usual activi- 
ties. Quinin produces more discomfort 
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under such circumstances and the discom- 
fort produced by unnecessarily large doses 
tends to prevent people from continuing 
the treatment long enough to accomplish 
the desired results. Since the treatment 
must be continued for considerable length 
of time, the miimum amout necessary to 
accomplish the results should be used. Bas- 
ing my opinion upon the experience re- 
ferred to, the experience of others, and 
upon the ground of not exceeding the min- 
imum dose necessary, I believe that 10 
grains is the proper daily dose for the 
purpose of disinfecting infected persons. 


Whether the 10 grains should be given 
in a single dose or several divided doses 
is a question for consideration. In view 
of the fact that practically all persons can 
take 10 grains at one time without any 
considerable discomfort, and the further 
fact that the results so far as the destruc- 
tion of parasites is concerned are approx- 
imately as good as if it were given in sev- 
eral divided doses, make it seem prefer- 
able that the full dose should be taken at 
one time. To take several divided doses dur- 
ing the day would be more trouble to carry 
out. Some of it is more likely to be for- 
gotten and the time for taking some of 
the doses is likely to come at times when 
the patient has not his quinin convenient. 
Convenience is the chief advantage in tak- 
ing one dose instead of the same amount 
in several divided doses during the day. 


Quinin taken at night before retiring 
produces less discomfort than it does if 
taken in the morning or other times of day 
when the patient is more active. This 
difference in the unpleasant effect of 
quinin when the patient is in bed as com- 
pared to that when he is up and about is 
especially noticeable when larger doses 
are being taken. Many patients have con- 
siderable difficulty in going about when 
taking as much as 30 grains daily, while 
they are able to take the same amount or 
even more while confined to bed with 
much less discomfort. At night befqre re- 
tiring is also perhaps the most convenient 
time to take the dose. Taking it at this 
time has the advantage, therefore, of hav- 
ing less unpleasant effect and of being 
more convenient. 

Quinin taken every day in the compara- 
tively small amount of 10 grains produces 
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much less discomfort than much larger 
doses taken during one or two days of 
each week. Notwithstanding certain ex- 
perimental observations to the contrary, a 
dose of 10 grains quinin daily is more ef- 
fective in destroying malaria parasites 
and preventing relapse than the corre- 
sponding total amount given during one 
or two days out of the week. In the inter- 
rupted treatment it frequently occurs that 
considerable numbers of parasites appear 
in the blood before time for the next quinin 
to be given. Such is not the case when it 
is given daily. After the parasites once 
disappear, seldom are more found. This 
seems to indicate very definitely that the 
daily dose is the most effective. The ad- 
vantage of it is that it produces less dis- 
comfort and is more likely to be remem- 
bered and carried out. After one gets the 
habit of taking his daily dose of quinin he 
is much less likely to neglect it than if 
there were longer intervals between the 
treatment. 


A question of very great importance is 
the duration of time necessary for the 
treatment to be continued to disinfect the 
individual. This is very variable in dif- 
ferent individuals. One person may be 
disinfected by taking it for only a few 
days, another requires still longer and an- 
other one may require a very much longer 
period of treatment. Observations that I 
have been able to make indicate that 10 
grains of quinin daily for a period of four 
weeks disinfects somewhere between 60 
and 70 per cent of those who take it and 
that eight weeks disinfects more than 90 
per cent, but even that does not disinfect 
100 per cent. In order to disinfect 100 
per cent no doubt it would require three 
or four months. 


Unfortunately we have no way of recog- 
nizing in advance the person who will be 
disinfected in a short time or the one who 
will require longer treatment. It is also 
very unfortunate that we have no method 
by which we can examine the patient and 
determine that he has been disinfected. 
Negative blood examination does not prove 
that the patient is not still infected. The 
only dependable evidence as to whether 
an individual has been disinfected or not 
is the duration of treatment he has taken 
which is known to be effective. 
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Since treatment for a few days disin- 
fects only a comparatively small propor- 
tion and treatment necessary to disinfect 
every individual would have to extend 
over a long period, it seems desirable to 
settle upon a middle ground which will be 
effective in almost all cases, though it is 
known not to be sufficient for all. The 
eight weeks’ period resulting in disinfec- 
tion of more than 90 per cent, as recom- 
mended in the standard treatment, is the 
proper period for all ordinary purposes. 
The advantage of it is that it is effective 
in nearly all cases and is about the mini- 
mum that will lead to disinfection of a 
sufficient proportion of cases. The 10 
grains of quinin every night before retir- 
ing for a period of eight weeks also has 
the advantage of simplicity, which is im- 
portant when considering the subject from 
a broad standpoint at least. 


PROPORTIONATE DOSES FOR CHILDREN 


Proportionate doses for children recom- 
mended deserve special commendation. 
In treating malaria in children it is cus- 
tomary to prescribe somewhat smaller 
doses of quinin than are given to adults, 
and there is a general impression that 
somewhat larger proportionate doses are 
required to accomplish as good results. 
Frequently the amount given children is 
very much larger than needed and entirely 
out of proportion to the size or age of the 
child as compared with adults. It is not 
an uncommon thing to see a child of only 
three, four or five years of age given half 
as much quinin as would be given to an 
adult. This is an unnecessary waste of 
quinin and it produces unnecessarily un- 
pleasant effects. If the age of the patient 
is to be the guide, naturally there must be 
some inaccuracies. If the size or weight 
of the patient is to be the guide, there 
will also be inaccuracies, because the 
weight is frequently not known and is 
more difficult to guess than the age. 

In the course of very extensive experi- 
ments in the treatment of malaria in Bol- 
ivar County, Mississippi,‘ the proportion- 
ate dose employed for children was one- 
twentieth of the adult dose for each year 
of age. A child ten years of age, for in- 
stance, would take one-half the adult dose, 
etc. Upon analysis of the results obtained, 
as shown by subsequent blood examina- 
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tion, it was found that there had not been 
as large a proportion of children disin- 
fected as adults, indicating that the pro- 
portionate dose employed was not suf- 
ficient. With this data in hand it was 
practical, by proper calculations, to es- 
_timate what size doses for children of 
different ages would give the same re- 
sults as are obtained in adults. After 
some adjustment to reduce the total 
number of different sizes required and to 
make it most convenient, the doses indi- 
cated for different aged children corre- 
sponds with that recommended in the 
standard treatment. The proportionate 
doses recommended by the Committee have 
the advantage, therefore, of correctness, 
no unnecessary waste of quinin, and of 
producing no unnecessary discomfort. 
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DISCUSSION 


Dr. T. F. Abercrombie, State Health Officer, 
Atlanta, Ga.—In discussing Dr. Bass’ paper I 
am going to report our experience in Georgia, 
because we have used Dr. Bass’ standard treat- 
ment for malaria. ' 


In 1918 it was reported in one section of Geor- 
git that malaria was causing a tremendous eco- 
nomic loss. The people were opposed to any ma- 
laria work being done in that community and the 
newspaper did not want us to go in there. With 
the assistance of Dr. Fricks and his department, 
we took over an area. I have forgotten its exact 
extent. We found that there were in it about 
twenty-nine hundred acres in cultivation, and the 
loss due to malaria alone was something over 
thirteen dollars an acre in cultivation. 

_ In 1920 we started this work on a county-wide 
basis, and I think we did more toward the ulti- 
mate eradication of malaria in Georgia than could 
have been done by any other piece of work. The 
work has just closed there. here were six hun- 
dred thousand doses of quinin given in that 
county this year. The people who took the treat- 
ment were 10,239, divided as follows: white peo- 
ple, 6,849, and colored 3,490. There were 1,691 
familigs. I think the report shows that out of 
this total of ten thousand people taking the 
treatment, there were something like 27 people 
who developed chills after completing the treat- 
ment. This bears out Dr. Bass’ statement that 
it is not 100 per cent perfect. As to the ill-effect, 
there has been none reported there. This work 
has done more towards helping us to eradicate 
malaria in Georgia than any other piece of work 
that could have been undertaken. 
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Since this work has been under way we have 
had at least three representatives elected to the 
Legislature on an anti-malaria campaign. One 
man, immediately after the election, wrote me 
and said: “I want to introduce the first bill to 
get an appropriation to help eradicate malaria in 
our State.” We have three or four counties now 
that say they are ready to put up the money. 


We figured that this cost approximately 50 
cents per capita over the county. It cost prob- 
ably about a dollar and a half for each person 
taking the treatment, but since it is a county- 
wide proposition, we are figuring it on a per 
capita basis in the county. And that is the way 
we are going to figure it in our work next year, 
about 50 cents per capita. Three counties have 
indicated that they are willing to pay the money 
to eradicate malaria. It is to be followed up 
year after year, like the hookworm campaign. 


I have argued for several years that to accom- 
plish anything in the eradication of malaria we 
should put it on the same basis as the hookworm 
campaign. First, do something for the people 
who are sick and they will have confidence in 
any proposed plan for the eradication of the dis- 
ease. There is some drainage work going on. 
As we all know, to accomplish definite results 
drainage is very essential. But for some time to 
come, at least in Georgia, we have to rely on 
other measures, such as quinin, fish control, 
screening, etc. 

Dr. Graham E. Henson, Jacksonville, Fla—A 
standard treatment for the control and eradica- 
tion of malaria necessarily must provide for the 
dose to be employed, the frequency of the dose, 
the method of administration, the salt to be em- 
ployed and the length of time the treatment 
should be carried on. One of the greatest blots 
in Southern medicine is the fact that malaria 
has prevailed as it has. If we had a standard 
treatment, if a standard treatment had _ been 
adopted by the profession twenty years ago, we 
should not have the disease prevalent at the pres- 
ent time. The dosage as provided for in the 
standard treatment that Dr. Bass has adopted is, 
I think, an ideal one. We should have proper 
dosage in the treatment of the disease. The fre- 
quency of the dose is another thing that is im- 
portant. A very prominent surgeon in Chicago 
has sent out his reprints advocating a dose of 
two or three grains of quinin every two hours 
during the twenty-four hours for a three-day pe- 
riod. It is not necessary to submit our patients 
to such frequency of dosage. 


In the method of administration I was rather 
pleased to hear Dr. Bass modify, or to my mind 
modify, what has been his past view regarding 
the intramuscular injection of quinin. I am in 
hearty accord with him that the intravenous ad- 
ministration of quinin should practically never 
be adopted. 


I have seen cases, and you have all seen them, 
with the patient in such a condition that a dose 
of quinin is not retained in the stomach longer 
than a few moments. Now, what are we going 
to do with those cases? I have seen them die in 
a few hours. I have seen many a case that I 
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believe was saved by a single intramuscular in- 
jection of quinin. One dose is sufficient to settle 
the stomach so that the patient is able to continue 
treatment by the oral administration of the drug. 


Intravenous administration, I can not condemn 
too severely. I have never seen a malarial con- 
dition in which its use was justified. A few 
weeks ago I saw a child who, following a clinical 
diagnosis of malaria, was given, contrary to my 
advice, an intravenous dose of quinin, die on the 
table. This was a most just cause for a mal- 
practice suit. 


We should bear it in mind to regulate the dos- 
age of the salt employed according to the amount 
of alkaloid in the salt. For instance, forty grains 
of bi-sulphate of quinin is the approximate equiv- 
alent of thirty grains of the sulphate, so that 
the varying amount of the alkaloid contained in 
the salts of quinin should be considered with the 
sulphate as a standard. 


Dr. S. W. Welch, State Health Officer, Mont- 
gomery, Ala.—I wish to add my endorsement also 
to the condemnation of the intravenous use of 
quinin unless it is especially indicated. One of 
the most prominent doctors in Alabama was 
killed by an intravenous injection of quinin and 
the doctors who administered the dose were frank 
enough to admit it. The man was not seriously 
ill, but he asked for the intravenous injection be- 
cause his stomach did not bear quinin well. They 
gave it, he immediately collapsed, and died in 
about an hour afterward. 


Dr. L. D. Fricks, Surgeon, U. S. Public Health 
Service, Memphis, Tenn.—I should like to say a 
word about Dr. Abercrombie’s discussion partic- 
ularly. I assisted him in that work. The situa- 
tion was like a wind storm or a tornado. It was 
very serious and something had to be done, and 
done quickly. Whether our work is only tem- 
porary or how much permanent good has been 
accomplished I can not say yet. The full re- 
ports have not come to my office, but I am 
greatly impressed with this: first, that there was 
a serious emergency to be met in Mitchell County, 
Georgia; the people were very sick indeed and 
the economic loss because of the perishable char- 
acter of their crops was very great; and, second, 
that temporary relief at least was furnished to 
them. I should like to say that the gentleman 
in charge of that work, Dr. Coogle, did some ex- 
cellent work at Camp Taylor in the way of ty- 
omg inoculation. I should like to hear from 

im. 


Dr. C. P. Coogle, Acting Assistant Surgeon, U. 
S. Public Health Service, Memphis, Tenn.—In 
Mitchell County, Georgia, last summer we fol- 
lowed Dr. Bass’ plan and the results proved to be 
exactly what you would expect from his paper. 


In dealing with malaria we deal with the peo- 
ple who are vitally concerned. They are sick 
and they have to take the medicine, hence we 
must satisfy them in order to get results. And 
in order to fet results quinin must be adminis- 
tered in a form and quantity which the people 
will take regularly over a considerable period of 
time. Quinin sulphate was administered to a 
large number of people in Mitchell County last 
summer, the doses given to adults being 8% 
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ains daily and to children between the ages of 
tee and fifteen years 4% grains daily, and to 
children under four years of age, except babies, 
2% grains daily. Alt of these doses were given 
at night. Good results were obtained, although 
it was very difficult in the beginning to coax the 
negroes away from their chill tonics and place 
them on a definite and adequate dosage of quinin. 
This, however, was generally accomplished. 


We started our campaign for a county-wide 
administration of quinin by interesting the planta- 
tion owners and managers from an economical 
standpoint. We secured their assistance in dis- 
tributing the quinin to their renters and the farm 
laborers employed by them, through which means 
and by the establishing of fourteen free dispensa- 
ries scattered throughout the county, we suc- 
ceeded in treating over 10,000 persons, or ap- 
proximately two-fifths of the total population 
in Mitchell County. From information collected 
at the end of the summer, we appeared to have 
reduced the number of cases of chills and fever, 
active malaria, in the county, at least 50 per cent. 


In tabulating the history cards of persons re- 
ceiving quinin treatment in Mitchell County, it 
was found that 71 per cent of those who took 
quinin reported that they had had malaria within 
the last five years: 21 per cent reported that 
they had had malaria during 1919; and 13% per 
cent had had an acute attack some time in 1920 
before applying for treatment. Less than 50 
persons reported having had chills after begin- 
ning the course of quinin which was prescribed. 


It was originally planned to continue the daily 
administration of quinin to each person in 
Mitchell County who applied for it over a period 
of eight weeks; but the public demanded that it 
be continued and this was done until the end of 
the active malaria season. 


The biggest problem encountered was in pop- 
vlarizing quinin treatment at the beginning of 
the season. After the veople began to realize 
that those who were taking the standard dose 
of quinin daily were not having chills and fever, 
this problem solved itself. Fourteen free dis- 
penssries were operated and a quantity of quinin 
sufficient for one week’s treatment was dispensed 
at one time. This was placed in sealed envelopes 
containing 14. 7 and 4 capsules, resnectivelv, and 
pronerly labeled—‘2 capsules each night for 
adults over 15 years of age, 1 for children 4 to 
15 years of age, and % capsule to children under 
four years of age.” Of course, some delinauents 
were encountered. The whole 10,000 peonle did 
not take the standard dose of quinin for the full 
eight weeks’ time, but the 10,000 did take it long 
enough to be benefited and some of them de- 
manded that it be given to them over a period 
of eighteen to twenty weeks last summer. 


Our work in Mitchell County adds proof to Dr. 
Bass’ statement that quinin can be used in a 
malarious community with good results. There 
is no agent known to me which will appeal to 
the people more strongly because of the prompt 


results obtained in reducing active malaria than 
will quinin when properly administered. The of- 
ficials of Mitchell County are enthusiastic over 
the results obtained and are already arranging 
with the State Health Officer for a continuation 
of this work next season. 

During the administration of quinin we en- 
countered a few minor complaints among the 
persons who were taking it; such as itching, mod- 
erate rash, intense ringing in the ears, profuse 
perspiration. But the total number of complaints 
was less than 100. Many persons were encount- 
ered who stated that they could not take quinin 
who nevertheless took it without serious com- 
plaint. Many farmers systematized their treat- 
ment by ringing a bell at night for all hands to 
come up and take their quinin. 


Dr. Bass (closing).—I feel that the standard 
treatment which was adopted by the National 
Committee last year has not received as wide 
publicity as it should receive. I have been grati- 
fied to see that it has been adopted and employed 
very largely, not only in a few of the states where 
successful malaria work is being done, but in 
other states in the malaria section. 


Another thing that has been gratifying is to 
hear the favorable reports of physicians who are 
now following the standard method. 


There is another phase to which I .should like 
to refer. Dr. Underwood, director of one of the 
county health organizations in Mississippi, told 
me a few days ago that in the county health 
work in which he is engaged the physicians treat 
their malaria cases with the standard treatment. 
Before he began work he got their co-operation 
to the extent that they agreed that all malaria 
cases referred to them would be given the stand- 
ard treatment. He has taken an important sten 
forward in health work. He has made sure that 
most of the cases of malaria that he discovers 
in his clinics and health surveys in the schools 
and elsewhere, which he refers to physicians. 
will be cured. This will go a long way towards 
getting rid of the disease. 


The wide use of the standard treatment and 
the calls for it in many places where it can not 
be supplied at present emphasize the importance 
of an adequate source of supply of this standard 
treatment in convenient form. I do not know 
how it can best be provided. but this is something 
that should be given serious thought by those 
a are in position to contribute to a proper so- 
ution. 


Finally, I wish to say that the standard treat- 
ment for malaria is looked upon as the product 
of the National Malaria Committee. I feel my- 
self that it is an important factor at the present 
time and will continue to be an important factor 
in the reduction of malaria. I believe, therefore, 
that it behooves all of us who are interested in 
the control and reduction of malaria to contribute 
whatever we can to bring the standard treatment 
to the attention of others who have not had it 
brought to their attention in an impressive way. 
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THE DESTRUCTION OF ANOPHELES 
IN SCREENED DWELLINGS* 


, By D. L. VAN DINE, 
Entomologist, Insects Affecting the Health 
of Man, Bureau of Entomology, U. S. 
Department of Agriculture, 

Washington, D. C. 


Screening is an important factor in ma- 
laria prevention in any malaria region 
where methods of Anopheles destruction 
have not been or can not be made effective. 
In the region where the writer has been 
located for the past several years, screen- 
ing appears to be the important factor that 
explains an apparent reduction in the 
amount of malaria among the white popu- 
lation. The effectiveness of screening in 
preventing malaria infection is supported 
by the early demonstration of Sambon and 
Low, in 1900, in the Roman Campagna, 
and by many further records down to the 
present time. The methods of screening 
for malaria prevention are also a matter 
of complete record in the literature. 


More complete malaria control within 
screened dwellings by the collection of 
adult Anopheles trapped therein was first 
developed in the sanitary work on the 
Panama Canal Zone, as recorded by Le- 
Prince'. The Panama work related to the 
systematic, daily collection of adult Ano- 
pheles from inside the screened laborers’ 
barracks. In the main this work was 
made necessary by the temporary nature 
of certain labor camps, where the expense 
of permanent control was not warranted, 
or in other situations where the permanent 
control measures had not become effective. 
The application of this method, as an ad- 
junct to screening, was made possible by 
a standard type of dwelling, well screened, 
a population centralized as to domicile 
under one management, and with a trained 
organization to carry out the work. The 
method under these conditions proved ef- 
fective and the application of the method 
to other conditions lends itself to further 
investigation and demonstration. 


*Read before the National Malaria Committee 
(Conference on Malaria), meeting conjointly with 
the Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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This paper is a summary of Anopheles 
quadrimaculatus collections from inside 
screened dwellings over a period of several 
years at Mound, La., located in the Delta 
region of the lower Mississippi Valley and 
under prevalent malaria conditions. The 
environmental factors are those common 
to the typical plantation conditions in the 
swamp country with a comparatively small 
white population surrounded by a compar- 
atively large negro tenant population. The 
locations from which the records are se- 
lected for the purposes of this paper are 
those that represent the best examples of 
screening. The species of Anopheles given 
is the one concerned with the transmis- 
sion of malaria in this region. The data 
as regards locations and years are not 
comparable, since the collections were not 
made systematically and are complete 
within the dwellings only in exceptional 
instances where definite effort was made 
to destroy them. The summary gives, how- 
ever, some interesting results on the num- 
bers in screened dwellings under conditions 
where special effort is made to exclude 
them, and permits a comparison between - 
incomplete and incidental collections and 
complete collections. Some indication is 
also given, comparatively, as to numbers 
obtained by the several methods of obtain- 
ing complete collections. Further, there 
is included in these notes a summary of 
the biting records of the species of Ano- 
pheles under discussion to show the lia- 
bility to infection within screened dwell- 
ings, a danger that threatens even where 
bed nets are used to supplement the screen- 
ing protection. 


Table I gives the details of all collec- 
tions, arranged by years, and shows a 
total of 578 female specimens collected in 
109 collections over a period of six years. 
This gives an average of 5.3 specimens per 
collection. The table shows the small num- 
bers taken in the incidental collections, as 
compared with the complete collections, 
bringing out the accepted idea that Ano- 
pheles do not force their presence upon 
you as do certain more irritating domes- 
tic species. The table suggests also a cer- 
tain amount of winter activity at this 
latitude. 


Since the number of collections at the 
various locations varied, the average num- 
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ber of specimens per collection is shown 
in Table II by locations. This includes all 
collections and gives a weighted average 
of 7.79 specimens per collection for each 
location. The variation in the averages 
for each location is explained by the varia- 
tion in the number of collections for each 
location and by the absence of complete 
collections for some of the locations. A 
more accurate idea of the comparative 
numbers within the dwellings is obtained 
by a comparison of the incomplete collec- 
tions, shown in Table III. This gives a 
total of 221 specimens in 95 collections, an 
average of 2.32 specimens per collection. 
The average number for all locations is 
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light and chloroform tube (the method 
used in the routine density collections at 
the regular density stations), and of fumi- 
gation with pyrethrum powder. The last 
method is not fumigation in the strict 
sense of that term. Pyrethrum powder is 
not highly efficient in killing mosquitoes 
unless burned in comparatively large 
amounts in a tightly closed room for 
rather an extended period. On the other 
hand, this substance is highly efficient in 
driving mosquitoes away when used in 
limited quantities.2 The idea was con- 
ceived of supplementing the work of kill- 
ing the mosquitoes at the screens by driv- 
ing the mosquitoes to same by means of 


Bureau of Entomology 
US Department of Agriculture 


Biting Records of Anopheles quadrimaculatus 


£2 


Hour D 


T 


@- + 


+ 


YZ 
Ly 


GY ZG 


w- Sunset to Sunrise. 
— — — - Average date, 


junset. «= Biting record of Anophel 


es quadrimaculetus 


more important than the comparative av- 
erage for each location, since the collec- 
tions were not made in a comparative 
manner. 

An approximation of the actual number 
within the dwellings is shown in Table IV, 
where the complete collections are given. 
There is a total of 357 specimens in 14 
. collections, an average of 25.5 specimens 
per collection. The methods for the com- 


plete collections consisted in two instances 
of killing them on the screens (one collec- 
tion in the early morning and one in the 
late evening), of hand collection with flash- 


Chart I. 


‘the fumes of this powder. 


It has been 
found that by burning not more than one 
ounce of pyrethrum powder to each room 
of ordinary size and closing the windows 
and doors of same for a few minutes, the 
mosquitoes trapped therein will seek to 
escape to the outer air when given the op- 
portunity to do so by raising the window 
before one of the screens. Without going 
into further details of this method or into 
the circumstances and conditions of the 
many collections that have been made, in- 
complete and complete, one comparative 
instance will be given at one location 
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TABLE I 


Collections, Anopheles Quadrimaculatus, Inside Screened 


ouses (arranged by years) 


Specimens 


Collections 


TA 


BLE I—(Continued) 


Collections, Anopheles Quadrimaculatus, Inside Screened 
ouses (arranged by years) 


Specimens 


No. Female 


Location 


Collections 


Incomplete 
Incomplete 
Incomplete 
Complete 

Incomplete 


Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Complete 

Incomplete 
Incomplete 
Incomplete 


Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Complete 

Complete 

Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Complete 

Incomplete 
Complete 

Complete 


Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Complete 

Tncomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Tncomplete 
Incomplete 
Incomplete 
Complete 

Incomplete 
Incomplete 
Incomplete 


Fumigation 


Flashlight 


Atscreens, early a. m. 
Fumigation 


Fumigation 


Fumigation 
At screens, late p. m. 


Flashlight 


Flashlight 


om 
~ 


ae 


Zz 


= 


1 


T. 
32 
No. 88 1 


Incomplete 
Incomplete 


Incomplete 
Incomplete 


Incomplete 
Incomplete 
Incomplete 
Complete Flashlight 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 
Incomplete 


Complete Fumigation 1 room 
Complete Fumigation 1 room 
Complete Fumigation 4 rooms 
Complete Fumigation 


A total of 578 specimens in 109 collections. 
An average of 5.3 specimens per collection. 


TABLE II 


Collections, Anopheles Quadrimaculatus, Inside Screened 


Houses. 


Location 
No. 62 ..... 


(Averages by locations.) 


No. Female No. of Average per 
— Collection 


A weighted average of 7.79 specimens per collection. 


TABLE III 


Collections, Anopheles Quadrimaculatus, Inside Screened 


ouses. 


Locatior® 


(Incomplete collections.) 


No. Female No. of Average per 
Specimens 


A total of 221 specimens in 95 collections. 
An average of 2.32 specimens per collection. 
A weighted average of 2.75 specimens per collection. 


1 
d 
t 
| 
| | 
° ° a 
1913 June 22 
Aug. 21 No.38 2 Sept. 27 fo 
Sent 29 No38 aa 28 
t. an. 
Oct. 1 No. 38 30 | Jan. 29 | : 
Oct. 14 No.38 1 
1914 Jan. 380 : 
May 6 No.29 1 Feb. 1 
May 7 No.29 1 Feb. 19 
May 11 No.88 1 Feb. 20 
F June 10 No.38 1 Feb. 21 
June 11 No.38 1 Feb. 22 
June 11 No.29 1 Feb. 24 é 
é June 12 No.38 1 Feb. 24 No 
June 18 No.38 1 Mar. 25 No. 151 : 
June 14 No. 38 1 Mar. 26 R.C. } 
July 1 No.38 1 Mar. 380 No. 651 
July 8 No.29 1 Mar. 30 K. 
July 4 No. 34 1 April 15 No. 51 
July 6 No.8 19 April 18 No. 51 
July 6 No. 38 1 April 26 No. 51 
July 12 No.38 1 May 2 No. 51 i 
Sept. 14 No.38 1 May 14 No.51 
1915 May 25 No. 51 
Feb. 14 No.52 1 May 28 No. 51 
April 19 No.38 1 July 31 No. 51 oe 
May 8 No. 38 1 Aug. 9 No. 51 ig 
June 10 No. 38 1 Oct. 11 No. 151 I 
June 20 No.38 1 1920 ; 
June 24 No.29 3 June 11 
June 25 No.29 4 June 15 ; 
June 25 No.51 1 June 18 : 
June 25 No.38 2 Sept. 15 : 
June 27 No.38 1 : 
June 29 No. 38 91 ; 
July 4 No.38 1 we 
: July 5 No.52 1 
July 6 No.52 1 i 
July 6 No.29 2 
July 7 No.38 1 ‘ 
uly 
July 14 No. 29 19 
| 
uly 0. 2 
Mar. 29 W. 1 5 3 1.66 ‘ 
Mar. 30 No.38 3 35 10 8.5 
Mar. 30 No.51 2 232 45 6.15 4 
Mar. 31 No.51 7 63 10 6.8 
Mar. 31 W. 4 72 10 7.2 
April 1 No.38 5 ‘ Miscellaneous ................ 82 4 8. : 
April 2 No.29 1 
April 2 No.51 1 eee 
April 38 W. 6 ‘ 
April 4 No.51 1 | 
April 4 W. 4 
April 5 No.38 4 : 
April 6 No.38 1 
April 6 W. 21 
April 7 W. 4 : 
April 8 W. 6 ee 
April 10 W. 4 
pri 5 
April 13 No.51 1 
April 14 No.51 1 27 20 1.85 
April 14 No.38 2 ON eee 5 3 1.66 ; 
April 19 No. 38 8 64 38 1.68 
April 29 No. 38 1 16 9 1.77 
April 30 No.38 8 : Miscellaneous ................ 13 3 4.33 
May 1 No.61 1 42 9 4.66 
May 7 No.88 6 50 9 5.55 
ay oO. 
May 18 No.38 2 ‘ 
May 29 No.38 2 


TABLE IV 


Collections, Anopheles Quadrimaculatus, Inside Screened 
Houses. (Complete collections.) 


No. Female - No. of Average pet 


Location Specimens Oollections Collection 
No. 29 19 1 19 
19 1 19 
21 i $1 
22 1 22 
168 24 
108 3 36 


A total of 857 specimens in 14 collections. 
An average of 25.5 specimens per collection. 
A weighted average of 23.5 specimens per collection. 


TABLE V 


Collections, Anopheles Quadrimaculatus, Inside Screened 
Houses. (Summary by method of collecti6n.) 


Method of No. Female No.of Average per 
Collection Specimens Collections Collection 
Incidental & incomplete 221 95 2.32 


At screens, early 


a. m. and p. m......... 31 2 15.5 
15 4 18.75 
Fumigation 251 8 31.37 


where the incomplete or incidental collec. 
tions averaged 1.68 specimens per collec- 
tion in 38 collections. One early morning 
careful search was made for mosquitoes on 
all the screens and 15 female Anopheles 
quadrimaculatus were collected from the 
screens inside the dwelling. That samé 
afternoon all rooms in the house were 
“fumigated” with pyrethrum powder, us- 
ing the powder in the method described, 
and 91 additional female specimens of this 
Same species were collected from the 
screens as they attempted to escape from 
the fumes of the burning powder. Table 
V gives a summary of the average number 
of specimens collected by the various meth- 
ods of collection that have been mentioned. 


It is believed that these data show that 
under most favorable conditions of screen- 
ing. where special attention is.given the 
exclusion of mosquitoes from dwellings, 
that sufficient numbers gain entrance to 
insure transmission of malaria, in view 
of the large surrounding tenant popula- 
tion among whom the disease is prevalent 
and upon whom the white population de- 
pend for labor and for household servants. 
It would appear that in the case of Ph- 
fective Anopheles gaining entrance to a 
screened dwelling occupied by a human 
carrier, the requirements of malaria trans- 
mission are met by a much lower Ano- 
pheles density than in a dwelling in which 
the Anopheles are not trapped, 


SOUTHERN MEDICAL JOURNAL 


April 1921 


Just as these figures on the numbers of 
Anopheles in screened dwellings tend to 
show that screening alone does not give 
complete protection and can be made more 
effective by the destruction of the mos- 
quitoes that gain entrance, so also certain 
figures will now be presented to indicate 
that protection from Anopheles only after 
nightfall or while asleep does not remove 
one from the liability of infection. Table 
VI gives the details of 89 biting records 
of Anopheles quadrimaculatus over the 
same period as covered in the records of 
collections from screened dwellings. This 
table shows the daytime biting habits of 
this species, a8 well as its winver activity 
at this latitude. These records aie those 
obtained in spite of avoiding foci of in- 
fection after nightfall and making use of 
the protection afforded by screenitig. The 
records after nightfall are naturally those 
within protected places. No comparisomis 
can be drawn between daytime and night 
biting or between the various locations 
given. The data are of interest in show- 
ing that this species does bite during the 
daytime atid within screened houses willl 
bite at any hour of the day. This point 
is brought out in Table VI, in which the 
biting records are arranged by location 
and hour of the day. Out of 89 biting 
records, 52 records, or 58 per cent, of same 
were made within screened dwellings. 
These records on biting are arranged in 
Table VIII to show their distribution by 
months in comparison to the adult Ano- 
pheles collections within screened dwell- 
ings. A total of 578 specimens was col- 
lected, of which 52 gave biting records, 
that is, 9 per cent of the Anopheles cok 
lected inside screened houses gave biting 
records and these biting records were 
distributed through nearly every month of 
the year and over all hours of the day and 
night, not including the hours of sleep. 
These recgrds are shown in graphic form 
on Chart I. : 


The conclusion is that under the condi- 
tions of this rexrion screening does not — 
complete protection from Anopheles an 
that those whic)? gain entrance to the 
dwellings should hy? regularly destroyed by 
the simple method .suggested by the Pan- 
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TABLE VI—BITING RECORDS, ANOPHELES QUADRIMACULATUS 


| Locality #7? Location | Remarks 


= 


Year|Month | Day | 
1913—Sept. 
Oct. 


Mound, La. " Screened, inside 
Mound, La. " Screened, inside 
Mound, La. . Screened, inside 
Mound, La. Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Greenwood, Miss. i Screened, inside 
Greenwood, Miss. i Screened, inside 
Mound, La. " Screened, inside 
Mound, La. Near lumber camp 
Mound, La. i Unscreened, lumber camp 
Mound, La. i Unscreened, lumber camp 
Mound, La. : Screened, inside 
Mound, La. le Unscreened, inside 
Vicksburg, Miss. i On board ferry 
Vicksburg, Miss. i On board ferry 
Mound, La. . Screened, inside 
Mound, La. > Screened, inside 
Mound, La. i Screened, inside 
Mound, La. x Toilet 
Mound, La. Screened, inside 
Mound, La. Screened, inside 
Vicksburg, Miss. i On board ferry 
Vicksburg, Miss. i On board ferry 
Tallulah, La. Screened, inside 
Tallulah, La. Screened, inside 
Mound, La. Ag Screened, inside 
Tallulah, La. i Screened, inside 
Tallulah, La. Screened, inside 
Toilet 
Screened, inside 
In yard, outside 
Screened, inside 
Screened, inside 
Toilet 
Unscreened, inside 
Tallulah, La. i , Screened, inside 
Vicksburg, Miss. i Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Toilet 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Screened, inside 
Toilet, outside 
inside 
inside 
inside 
» inside 
inside 
inside 
inside 
Mound, La. . 51 inside 
Mound, La. Screened, inside 


o oo 


1914—May 
May 


oe 


BS 


OM 


. 


1916—March 
March 
March 
March 


8 
8 
9 
9 
8 
8 
9 
4 
9 
10 
10: 
6 
2 
1 
8 
0 
0 
3 
8 
0 
1 


Sassoon 


BEBES 


oe 


S 
ss 


¢ 


Near lumber camp 
Near lumber camp 
Screened, inside 
Screened, inside 
Unscreened, inside 
Unscreened, inside 
In open 
In open 
Unscreened, inside 
Mound, La. , Screened, inside 


Mound, La. 
Mound, La. 
Mound, La. 
Mound, La. 
Mound, La. 


Mound, La. 
Mourgd, La. 
Mound, La. 


PPP 


SON Op 


San 


33 


CO 
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m. 
m. 
m. 
7 m. : 
June 10 m. 
June ll m. 
June 12 
Aug. 17 m. 
Aug. 21 m. 
Sept. 14 m. : 
1915—Feb. 13 m. 
Feb. 13 m. 
Feb. 13 m. : 
June 10 m. 
June 15 m. 
June 20 m. 
June 20 m. ea 
June 24 m. 
June 24 m. 
June 24 m. 
June 24 m. 
June 25 m. ; 
June 25 m. 7 
June 27 m. ; 
June 27 m. : 
June 27 m. 
June 27 m. é 
June 27 m. 
July 1 m. 
July 2 m. ee 
July 2 m. 
July 4 m. 
July 5 m. 
July 6 
July 
July 19 m. 
July 26 m. 
July 27 m. 
Aug. 21 m. 
30 m. 
30 m. 
31 m. 
31 m. 
March 31 m. : 
March 31 m. ae 
. March 31 m. 
March 31 m. 
March 31 m. 
April 1 m. 
April 1 m. 
April 1 
April 1 
April 1 ; 
April 2 
April 2 
April 2 
April 2 
April 6 
April 6 
April 13 
April 14 : 
April 29 
April 30 
May q 
May 7 
May q 
June 22 m. 
Sept. 27 m. 
1917—Jan. 2 m. Quebec, La. Woods 
Jan. 2 :00 m. Quebec, La. Woods 
Jan. 3 m. uebec, La. Woods : 
Jan. 9 m. ‘ 
Jan. 9 m. 
Jan. 28 m. 
Jan. 29 m. 
Jan. 30 m. 
Jan. 30 m. 
Jan. 30 m. 
Jan. 30 m. 
Feb. 25 i 
March 25 
1920—March 15 Woods 
Aug. 16 Woods 
Sept. 18 Woods 
Oct. 4 Woods ; 
Oct. 4 Woods 
Oct. 14 Woods 
Oct. 14 Woods 
Oct. 27 Woods 
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ama experience, supplemented by the use 
of pyrethrum powder. A further conclu- 
sion is that Anopheles quadrimaculatus, 
at least, deprived of a blood meal at night- 
fall or later, will bite any time of the day 
or night when temperature conditions are 
suitable and the opportunity offers. 


TABLE VII 


Biting Records, Anopheles Quadrimaculatus. (Arranged by 
location and hour of day.) 


; @ 
A. M. 
7:00 to 8:00 1 1 
8:00 to 9:00 3 ; 1 : 2 6 
9:00 to 10:00 2 2 1 3 1 2 9 
10:00 to 11:00 1 2 2 1 7 
11:00 to 12:00 2 1 zy 3 
P. M. 

12:00 to 1:00 1 Se 1 
1:00 to 2:00 1 ; 1 
2:00 to 3:00 3 i 1 2 1 8 
3:00 to 4:00 2 : 2 4, 
4:00 to 5:00 2 3 1 6 
5:00 to 6:00 4 5 9 
6:00 to 7:00 5 2 1 8 
7:00 to 8:00 2 : ase 2 
8:00 to 9:00 9 4 9 
9:00 10:00 6 6 

10:00 to 11:00 8 1 9 


Al 
a 
a! 


Totals 


TABLE VIII 


Collections and Biting Records, Anopheles Quadrimaculatus, 
Inside Screened Houses. (Arranged by months.) 


No. of No. of 
Month Specimens Biting Records 
January : 10 2 
April .... 89 13 
May ........ 34 
June ..... 234 13 
July ...... 58 4 
August 3 1 
October ........ 48 1 


Nine per cent of specimens collected inside screened 
houses have record of biting. 
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DISCUSSION 


Mr. J. A. LePrince, Senior Sanitary Engineer, 
U. S. Public Health Service, Memphis, Tenn.— 
People have the general impression that because 
the Anopheles does not bite in the full sunlight 
it does not bite in the day time; it does in semi- 
shade and indoors—which is semi-shade. 

Regarding the question of this catch as applied 
at Panama, it was not altogether limited to bar- 
racks buildings. Our laborers on the railroad 
lived in screened box cars. When a lot of men 
are in a car, negroes in particular, it is their 
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custom to prop the screen door open. They all 
come home at dusk and prop the screen door 
open, so you might say such cars or habitations 
were not screened. However, we found that by 
catching the Anopheles in the cars in the morning 
the percentage of malaria among the men located 
on the railroad, sle.ping in cars in swampy dis- 
tricts was lower than among the men living in 
the hill country in what was supposed to be the 
healthy district. 

Of course, you could not examine a laborers’ 
er car without a lamp. 

The application of this method of control by 
means of catching the vectors was also applied 
to the natives’ living quarters, or in the cane huts, 
and was very successful. Where our camps 
moved from time to time they were surrounded by 
native houses built out of cane and odds and 
ends. We kept our malaria rate very low by 
making daily catch of the Anopheles. The Ano- 
pheles that takes blood is apt to remain very 
close to where it gets that meal, and that is what 
makes the daily catch so effective. 

Where we had a barrack building, say a room 
almost as big as this one, with anywhere from 
sixty to one hundred and twenty persons sleeping 
in the one open room, it is an easy matter to 
control malaria by catching the Anopheles in the 
room. On the contrary, the screening of such a 
building is far less effective than the screening of 
an average residence, because these doors are 
kept open more or less continuously with a string 
of ten to twenty men entering at a time. The 
Anopheles follow the men into the building. 

I think some very valuable experimental work 
can be done in this country by applying this mat- 
ter of destruction of Anopheles to houses where 


the house tenant is not in any way interested ~ 


by using the children to do the catching, but we 
must have an incentive or the work will not 
succeed. 

Mr. Van Dine brought out the very interesting 
oint of the ability of Anopheles to get into 
ouses. Where other mosquitoes can not find a 
way into houses, Anopheles not only can but do. 
They find the one opening, if there is one, and 
the important question related to this subject is 
how do they get into the house? What are the 
principal entrances? Can we improve our gen- 
eral system of screening or mosquito proofing? 
Because in reality screening is only a part of 
mosquito proofing. There are some men here in 
the audience who have had considerable experi- 
ence with the question of Anopheles in malarial 


regions coming down chimneys, and I wish they 


would state just what their findings were. 

I believe that a large quantity of our Anopheles 
come in by way of the back door, the kitchen 
door. We are very careful to look after the front 
door and to know that that door is safe, but what 
is going on in the meantime at the back door? 
It makes a good deal of difference whether you 
have a married cook or not whether that door is 
kept open during the mosquito flight period. 

The question of the vestibule door is important. 
Now, if you had a screened door in the wall of a 
house, that is an apparent entry for the Ano- 
pheles. If that were vestibuled there are the 
equivalent of three doors. Then we only get a 
portion of the Anopheles into the building that 
could pass a screened door. On a screened porch, 
where the screened door is comparatively small 
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compared to total surface screened, say one-tenth 
of the entire surface of screen, our chances of 
entry of Anopheles become still smaller and that 
is an important point. 


Then, again, the question of the location of 
the door is exceedingly important. Any of you 
that are in regions heavily infested with mos- 
quitoes should examine corners in _ buildings. 
That is, wherever you have a re-entrant angle— 
and there are many sueh—you will find that is 
the place where your Anopheles occur, and the 
last place where even a screen door should be 
located. 

In certain regions during the mosquito season 
we have a prevailing wind, and it would be most 
advisable to have the door on the windward side 
of the house the only door used during that sea- 
son and the other one fastened up. Let’s get 
down to a one-door house during the mosquito 
season. 


I took my family down to the Isthmus of Pan- 
ama and none of them got malaria. I know of 
several other cases where the Canal men were 
equally careful and there was no case of malaria 
in the family. But I was one of the unfortu- 
nates who was frequently bitten in the day time. 
I‘am going to refer to that in a moment again. 


As long as the question of screening has come 
up at all, I want to state that we have looked 
with care into the question of the possibilities of 
screening of negroes’ houses. It is a very im- 
portant subject. It means a profit or loss to the 
farmer of the South. We have attempted time 
and time again to screen the negro quarters in 
the same way we screen the white quarters. 
There are probably other methods of screening 
those houses, and I think everybody interested 
in malaria control in the South should give that 
matter serious thought. 


The question of bed nets has been mentioned. 
I consider a mosquito bar something that ought 
to be eliminated as absolutely useless. They 
give a false sense of security. I know of cases 
where persons are using mosquito bars in screened 
houses. Now, they are not fooling the Anopheles 
at all; they are fooling themselves and nobody 
else. Those of you that get into houses where 
there are mosquito bars will find that the mos- 
quito bar, like a spider web, is the favorite rest- 
ing place of an Anopheles. It rests there and 
as soon as a sleeping: person’s body touches the 
netting he is bitten. 


When using mosquito bars for collecting Ano- 
pheles in South Carolina I noticed that our 
Anopheles there were very sociable. We found 
that a small percentage of them only bit us. The 
rest simply came in because we happened to be 
there. When we left the net during the night 
they all came out, and when we returned again 
half an hour later they came into the net with us. 
Apparently they followed up their food supply 
and took it when they were ready. 


Regarding this matter of biting indoors, I con- 
tracted malaria several times by being bitten 
while carrying out our mosquito catching. One 
of my assistants was bitten so frequently that 
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I had to take him out of that work and put him 
on other work. Another man that we used par- 
ticularly on that work because of his interest in 
it, died of pernicious malaria. He used to check 
his mosquito catchings daily. He was a very con- 
scientious fellow, and sometimes he was bitten 
ten or fifteen times a day. 


Regarding the hibernation of mosquitoes, I know 
at Scott, Miss., where the Anopheles hibernated 
during cold weather under the house, even after 
a heavy freeze we found the Anopheles under the 
house freshly gorged, apparently feeding on the 
dogs there. At Harrison, we found them in Feb- 
ruary one morning where two inches of ice had 
formed the previous night. Again at Columbia, 
S. C., at a temperature of 30 degrees, we found 
gorged Anopheles in the barns. Those were three- 
sided barns. 


I think that question of the difference between 
shaded and direct sunlight wants to be well fixed 
in our minds. I know only of two cases where 
the Anopheles have obtained a blood meal in the 
full sunlight. 


I should like to ask Mr. Van Dine two or 
three questions as to whether or not the same 
buildings always give the biggest catch, whether 
in any group of buildings there are many more 
Anopheles in some buildings than in others. We 
have found in some instances, regardless of the 
species of Anopheles, that they preferred to re- 
main in two buildings of a group of twenty, and 
we frequently get more in some buildings than 
in others, and the same relation will hold week 
in and week out throughout the Anopheles season. 


It would be interesting also to know whether 
pyrethrum drives from the building the freshly 
gorged Anopheles. I have noticed time and again 

nopheles resting on the screens early in the 
morning about three hours after daylight, but 
that doesn’t include the freshly gorged speci- 
mens. They have a tendency to stay back in the 
house and do not attempt to fly until the meal is 
digested. 


Dr. 1. H. D. Griffitts, Surgeon, U. S. Public 
Health Service, Norfolk, Va—This subject of 
screening against the vector of malaria is one of 
great importance. When we consider that ma- 
laria is essentially a rural problem, and is in 
many parts of the country where drainage is not 
feasible, or not economically possible; when we 
consider that the administration of quinin, how- 
ever efficient, is, more or less, a temporary make- 
shift, we must finally come back to screening the 
houses of the people and keeping the mosquito 
away from them. I believe that in some sections 
of the country where malaria has been reduced 
greatly even the ordinary type of screening has 
in a measure resulted in such reduction. 


I know of no greater instance in history of the 
reduction of malaria than in Dr. Williams’ State, 
Virginia, where at one time 50 per cent of the 
population had malaria, and where today in a 
great portion of the State malaria is an unknown 
quantity. It is a historical record that in the 
Jamestown colony 50 per cent of the people had 
malaria the first summer! 
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In malarious localities every person should 
consider a house not a home unless it is screened. 
In such districts it’s just as essential to have 
screens to exclude Anopheles as glass to include 
light. It is more important. There are so-called 
screened houses that are even worse than un- 
screened houses, and I shall venture to say that 
unless there is expert supervision over the 
screening of houses there is not one out of a hun- 
dred houses in the community that should be re- 
garded as a screened house. 


I remember one instance in South Carolina 
where we instructed the farmer how to screen 
his house, using sixteen mesh, and just exactly 
how the window should be screened and the door 
should be hung, always to open outward, went 
into every detail, and we went back the next 
year and he said he was still having mosquitoes, 
and we asked him if he had screened the chim- 
ney. He said: “No; I forgot about that.” He 
said they were having almost as many mosquitoes 
in the house as they had last year. We had him 
screen the chimney—not the top of the chimney, 
but the fireplace—and then we went out there 
and checked up the mosquitoes in the fireplace 
and got twenty-four Anopheles quadrimaculatus. 
This was a two-story house with fireplaces on 
each floor. A house is not a screened house un- 
less the chimney is screened. Don’t omit that 
one detail, because it is very important. 


People, as a rule, use their porches a great deal 
in the summer time, and it is a very important 
factor. They sit on the porches in evenings dur- 
ing Anopheles flight and get infections. Porches 
so used must be carefully screened. A. puncti- 
pennis is especially a bad biter on piazzas, though 
relatively scarce indoors. 


Mr. Van Dine (closing).—In closing the discus- 
sion, I want to make a statement on screening 
and then answer the questions Mr. LePrince has 
asked. I wish to take the position that screening 
itself is not on trial. Screening is not open to 
argument; it is a thing that has been demon- 
strated. If you will screen properly, then you 
have done a great thing in preventing malaria. 
The method itself is assured. It is the applica- 
tion or extension of the method that is open to 
discussion and investigation. If you take a typ- 
ical negro cabin with an open floor,-no two win- 
dows alike, a big fireplace going down through 
the middle and screen it as well as you can, you 
can not compare the results obtained with those 
in a well-screened modern dwelling occupied by 
white people who understand, and who are alert 
to the danger. If we made no reduction in the 
tenant family as regards malarial infection we 
are not condemning screening. It would be the 
application that failed, and I am especially in- 
terested in the point Mr. LePrince made about 
the construction of the houses. A _ standardized 
house that will lend itself to screening is the big 
thing in the extension of screening among the 
negro tenant class. 
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As to the variation in the relative numbers 
of the mosquitoes about the screened houses, | 
should say that there was a variation in the num. 
bers at the places where these investigations 
were made. In house No. 38 in this paper there 
was an entrance, such as Mr. LePrince described, 
jn the corner in the back. When all other loca. 
tions failed of Anopheles, you could always go 
back to this location where it was cool and shady 
and obtain specimens. This location was, during 
the first two or three years, a fruitful source of 
malarial mosquitoes inside. But the very ob- 
servations we were making defeated the purpose 
of the investigation. You can not go in a place 
and start in to fumigate and stir them all up 
without their taking action. They want to know 
about it, and the first thing you know they have 
changed their entrance. That very thing hap- 
pened in this location. My figures would have 
been mighty fine if I could have carried them all 
out under conditions as I found them in 1918, 
but, just as an illustration, in the house where I 
found them constantly for a long time and after 
a fumigation I obtained ninety-one, this last year, 
without giving any attention to the place, I 
dropped back and thoroughly fumigated this house 
and obtained only one Anopheles right at the 
height of the density with thousands in and about 
the other buildings and the adjoining cabins. 
That, I believe, is very suggestive. The very fact 
of impressing upon their minds the necessity of 
keeping mosquitoes out of the house aroused 
them to the necessity of good screening. I have 
always urged not more than two entrances. I. 
think if we could carry it to the one entrance 
idea it would be a big thing, but many houses 
have from five to six. 


The question of the action of pyrethrum on 
newly engorged females was not observed except 
in so far as we made a complete collection and 
obtained engorged specimens. In the _ places 
where I had made a complete collection I have 
dropped back after a period of two or three 
weeks and made another complete catch, as dis- 
tinguished from incomplete, and I have never ob- 
tained the same number, and in many cases have 
obtained very few specimens. Whether the en- 


‘gorged female remained in there and died, that is 


a question of longevity, or whether they were 
driven out by the pyrethrum and collected, I can 
not say. The work suggests that it did drive out 
practically all of the mosquitoes. 


The work of fumigation has opened our eyes to 
the importance of closing the doors of a room 
and opening the closets and shaking clothing and 
shifting things, while the room is filling up with 
the fumes, thus disturbing the mosquitoes and 
getting them on the wing and driving them to the 
screens. I can not give the comparative num- 
bers of fed and unfed mosquitoes. I did not make 
that segregation. It would have been interesting 
if I had, but I recall distinctly that certain of the 
catches were engorged. 
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CO-OPERATIVE ANTIMALARIA CAM- 
PAIGNS IN THE UNITED STATES 
IN 1920* 


By J. A. LEPRINCE, 
Senior Sanitary Engineer, United States 
Public Health Service, 
Memphis, Tenn. 


The success of the experimental demon- 
stration campaigns carried on in Arkansas 
for several years showed the wisdom and 
advisability of extending such operations 
to other states where the elimination of 
malaria is of the utmost importance to the 
proper normal development of the state 
and the welfare of its citizens. 

With this in view, a co-operative agree- 
ment for undertaking malaria control cam- 
paigns was made by the state health de- 
partments of ten states, the International 
Health Board and the United States Public 
Health Service. 


The plan agreed upon was for the state 
health officer to select the communities 
thought to be most desirable for demon- 
stration purposes, and for the state health 
department and the local community to 
arrange for financing the work with local 
funds and state funds. In instances where 
state and local health authorities were un- 
able to provide immediately all the funds 
necessary to carry on the malaria control 
measures indicated, the International 
Health Board agreed to provide a certain 
percentage according to budgets approved 
by the parties to the co-operative agree- 
ment. 

The United States Public Health Ser- 
vice agreed to supervise field operations. 

It was planned for: : 

The mayor and the town council of 
each town selected to sign an agreement 
with the co-operating agencies, promising 
to comply with the contract, to adopt and 
enforce an ordinance against mosquito 
propagation, agree to arrange so that the 
work would be carried on by the com- 
munity as a permanent feature and be 
financed by the community after the first 
season’s work. 


*Read before the National Malaria Committee 
(Conference on Malaria), meeting conjointly with 
the Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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Also that the field director assigned by 
the United States Public Health Service 
should confer with the state health officer, 
make preliminary and detailed surveys of 
proposed locations, submit recommenda- 
tions for approval to the co-operating 
agencies, supervise field operations and 
render progress and financial reports 
monthly to the local authorities and ce- 
operative agencies. 


Further details of the co-operative plan 
will be reported later. 


The state health officers of Alabama, 
Arkansas, Georgia, Louisiana, Mississippi 
North Carolina, South Carolina, Tennessee, 
Texas and Virginia wisely undertook mala- 
ria control work under this co-operative 
plan. 


Naturally the question of financing the 
campaigns, being a new departure for 
some states, was not an easy problem. 
Much has been learned regarding local 
financing of campaigns. 


Now that the difficulty has been par- 
tially or temporarily overcome, it is grati- 
fying to note that one important result 
of the co-operative work is that “five states, 
through the extra efforts of the state health 
officers, succeeded in obtaining special ap- 
propriations for malaria control measures 
amounting to $30,000 for the present year; 
that three of these states already have ap- 
propriations assigned for 1921 and one 
state has an annual appropriation for ma- | 
laria control for the next three years. In 
addition to states referred to, state funds 
to a more limited extent were used by four 
other states. Unquestionably those state 
health officers who were unable to obtain 
a definite appropriation for antimalaria 
work this season will feel the benefit and 
take advantage of the fact that the state 
officials of neighboring states have seen fit 
to start the state battle against malaria. 


Even though in many instances the work 
was undertaken late in the season, 46 new 
demonstrations have been undertaken, cov- 
ering an area of approximately 192 square 
miles and giving protection to approxi- 
mately 199,319 persons. 

Several facts of importance have been 
brought out. The most important is the 
necessity of sufficient proper publicity to 
create a demand on the part of citizens, 
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COST DATA, CO-OPERATIVE TOWNS, 1920 


State and Town 


Gantt's Quarry 
Shelby .... 


26.0 27,057 $ 17,295.30 $ 665.00 $ 0.64 $1.04 


Arkansas: 


4.5 5,500 $ 2,355.85 $ 523.00 $ 0.43 
3.5 3,864 2,190.00 626.00 0.57 
3. 2,865* 1,660.00 553.00 0.58 


8,984.64 $ 598.00 


15,225 


12.5 11,555* 3,984.36 318.00 0.34 
8,196* 4,452.02 557.00 0.54 


9,436.23 $ 386.00 


21,659 


Baton Rouge ............... 4: 21,782 4,775.36 $1,080.00 
8.59 12,675* 9,040.00 1,052.00 0.71 
4.5 1,216* 1,420.00 315.00 1.16 


$ 15,235.36 $ 868.00 


Mississippi: 
oi ae 4. 5,055* $ 3,059.68 $ 765.00 $ 0.61 


4. 10,501* 3,412.49 853.00 0.33 
1.8 1,050 2,019.09 1,120.00 1.92 
2.5 3,007 1,540.26 615.00 0.51 


$ 11,120.12 $ 836.00 


20,024 


North Carolina: 


Greenville... $2 5,700* 8,972.98 $2,800.00 $ 1.57 
Farmville 2.3 2,100* 4,980.40 2165.00 2.37 
Goldsboro 5.5 11,300* 10,052.19 1,827.00 - 0.89 


$ 24,005.57 $2,180.00 


19,100 


5 $ 29,400.00 $4,200.00 : 
8. 5,000* 7,460.77 934.00 1.49 
3,635.77 485.00 


$ 40,496.54 $1,800.00 


Tennessee: 
Brownsville .................... 3.8 3,060* $ 1,850.00 $ 485.00 $ 0.60 
5.1 6,544* 2,367.00 465.00 0.36 


$ 4,217.00 $ 473.00 


Alabama: 
lly 10,300 $ 4,796.33 $1,199.00 $ 0.47 
6,257 3/327.90 832.00 0.53 
5,000* 2/696.97 450.00 0.54 
1,000* 2,092.50 523.00 2.09 
1/000* 2/499.15 625.00 2.50 
3,500* 1,882.45 470.00 0.54 
Georgia: 
Louisiana: 
1751 35,673 0.43 $1.35 
South Carolina: 
10,311 $3.93 $281 
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Jacksonville .................... 4,723 
6. 5,060* 
4. 2,348 
S. “Groveton 1.5 1,250* 
Rock Creek Lumber Co. 1. 900* 
4,290* 
Virginia: 
Virginia Beach .............. 3.6 840* 


*Approximate cost. 


influential organizations and associations 
of interests, so that specific state appro- 
priations for malaria control may be made 
available. Other points of importance 
are: 

1. That preliminary surveys for control 
projects should be made in the late sum- 
mer or autumn of the year preceding the 
work when possible. 

2. That drainage operations be so 
planned as to be practically concluded be- 
fore the mosquito season opens. 

3. That the efficiency of the field director 
can be increased 20 to 50 per cent by his 
being supplied with suitable transporta- 
tion. 

4. A definite plan should be made by 
each state health department to take a ma- 
laria census the year before control meas- 
ures are instituted and again directly after 
the close of the season’s operations. With_ 
out a relative measure of the results ob- 
tained we can not expect the co-operation 
of the public that will come when they can 
see an approximate measure of the results 
obtained at a reasonable cost. 

5. There is urgent need of arranging in 
advance for continuation of work next year 
and in the future. It is thought that this 


could be done to best advantage in most 
communities by training and using the 
foreman of the malaria control work as a 
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$ 384.00 


Work at 32 of the 45 towns cost less than $1.00 


799.05 200.00 0.22 
3,775.00 627.00 0.60 
1380.00 345.00 0.66 
315.00 210.00 0.26 
2,250.00 450.00 0.82 
1,622.01 541.00 0.34 
300.00 150.00 0.24 
3,000.00 500.00 0.59 
1863.15 466.00 0.80 
414.00 276.00 0.33 
302.56 202.00 0.24 
520.00 520.00 0.58 
889.12 140.00 0.21 
$ 18,969.45 $ 383.00 $ 0.50 $0.60 
$ 3,636.32 $6,050.00 $ 2.22 
2,448.79 679.00 2.90 
$ 6,085.11. $1,450.00 $ 2.47 $2.27 
$155,845.32 $ 808.00 $ 0.78 $1.26 
per capita. 


sanitary inspector to be employed the year 
round. Probably a well-trained inspector 
will prove to be a better investment for 
a town than a part-time health officer. 


6. In towns where antimalaria work is 
undertaken the public quickly gets the im- 
pression that the scope of the work will be 
such as to almost eliminate the mosquito 
pest of previous years, and many persons 
condemn the work when such results are 
not achieved. It appears essential to ad- 
vise the public properly when the work is 
first started that it will cost the commu- 
nity much more to get a practical freedom 
of mosquitoes than to eliminate Anopheles 
only, due to the additional cost of inspect- 
ing back yards, etc. 


7. As it has been definitely shown that 
many communities in the states referred 
to are ready to undertake and pay for pro- 
tection for malaria, it appears that the 
state health departments should see to it 
that the results of this season’s successful 
campaigns in their states and adjacent 
ones are interestingly brought to the atten- 
tion of the public, town officials, public- 
spirited citizens and all persons and asso- 
ciations whose business interest is depend- 
ent upon the elimination of malaria. 

Attached are some graphs and _ tables 
showing results obtained and the cost of 
malaria control during 1920: 
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i, during past years show that our richest 
gg farms in the best part of our country are 

q paying anywhere from $2.50 to $10.00 
per acre per year as a malaria tax. 
Now, here are two hundred square 
miles where the cost per acre was $1.26, 


MALARIA CASES, REPORTED 
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GOLDSBORO, N.C. 

POPULATION 11300 

CASES REPORTED BY 67% PHYSICIANS 
REDUCTION 84 % 


which means all the heavy drainage work, 
so it is not such a big impossible proposi- 
tion. The drainage necessary for agri- 
cultural work is going to be done, and the 
only drainage that will be necessary for 


Investigations that have taken place 


age. 
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Anopheles control will be the minor drain- 
Public sentiment unquestionably is 
favorable to the control of malaria by 
drainage on a big scale; and drainage sup- 
plemented by fish control and other meas- 
ures is not only feasible, but it will be done 
because it is what the people desire. 
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CONTROL WORK STARTED YN 1920 


DISCUSSION 


International Health 
Board, New York, N. Y.—We are now approach- 
ing the close of the first year’s co-operative effort 
in conducting demonstrations of malaria control. 
The results thus far have been gratifying, and 
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should be a source of satisfaction to you who 
have given direction to the work. There has been 
harmony among the co-operating health agencies, 
Federal, state, town and International Health 
Board, at every point, and the incidence of ma- 
laria and the prevalence of Anopheles mosquitoes 
have been definitely reduced at a cost within the 
economic reach of forty-six towns representing a 
= of approximately two hundred thou- 
sand. 

The value of the work accomplished will be 
negligible, however, if the necessary steps should 
not be taken to guarantee its maintenance through 
1921 and subsequent years. In planning for next 
year’s work, our attention should be given first to 
the towns worked during the present year. Each 
town should be committed to making the neces- 
sary provision for the maintenance of the anti- 
mosquito work under the direction of a full-time 
capable sanitary inspector. 

he supervising of the forty-six towns during 
1920 required the services of approximately 
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twenty sanitary engineers. If each of the forty- 
six towns should employ a capable sanitary in- 
spector, a certain part of the time of the sanitary 
engineers will be required in supplying the nec- 
essary supervision. This responsibility should be 
provided for before making arrangements for the 
extension of the work to new towns. 

If the work is to be greatly extended, the num- 
ber of sanitary engineers will have to be in- 
creased. It will not be feasible for the Public 
Health Service to supply the increased personnel 
necessary for such extension unless its appropria- 
tion should be considerably increased, because the 
sanitary engineers now compensated by the In- 
ternational Health Board are being carried tem- 
porarily for the Service, with the expectation that 
as early as practicable they wil! be transferred 
to the pay roll of the Service. A rather large 
increase in appropriation would be necessary to 
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enable the Service to do this, and in addition sup- 
ply new engineers for the work. 

It would seem, therefore, if a large increase 
in the Federal appropriation should not be se- 
cured, it will be necessary for the state boards 
of health to invest in salary and traveling ex- 
penses of sanitary engineers, if the number is 
to be increased sufficiently to permit any great 
extension of the work. As 1921 will be a legis- 
lative year in most states, it would seem advis- 
able for the states to secure, if possible, an in- 
crease in their appropriations for the co-opera- 
tive demonstrations in malaria work at least 
sufficient to employ one or more sanitary en- 
gineers. 

In planning for increased efficiency in control 
measures, you will doubtless wish to give con- 
sideration to improved methods for determining 
the incidence of malaria. The educational work 
might be improved; and the appropriations from 
the towns should, I believe, come from public 
funds rather than from private subscription. 


HEALTH 
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Voluntary subscriptions as a basis for carrying 
on public health work on a permanent basis are 
seldom satisfactory, whereas if the cost of the 
work can be — for in the budget of a town, 
there is much greater assurance that the results 
will be permanent. You no doubt have these 
points in mind and will give them consideration 
in formulating your plans for the coming year. 
Dr. J. A. Hayne, State Health Officer, Colum- 
bia, S. C.—I do not think that any one not living 
in South Carolina, or the Southern states, can 
realize at the present time the financial condi- 
tions of the South. South Carolina, or at least 
two-thirds of it, is bankrupt. Never in the his- 
tory of the State has the State been confronted 
with the financial conditions that confront it at 
the present time. If we go before the Legisla- 
ture and propose that it raise an enormous sum 
of money under these circumstances, we shall be 
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flying in the face of Providence. The Legislature 
will not do it. We may as well realize that as 
rapidly as possible. 

{f cotton continues to sell at 17 cents a pound 
when it costs 25 cents a pound to raise it, and 
the majority of the money of the State of South 
Carolina comes from cotton, we are not going to 
raise any large amount of money in the Legisla- 
ture this year. I am speaking of South Carolina. 
I presume the other Southern states are better off. 

We succeeded in getting last year an appro- 
priation of ten thousand dollars for this malarial 
work and we hope and pray that we are going 
to get ten thousand dollars this year, but that 
is all. We are not going to get any more. 

Last year the appropriation for the State Board 
of Health was $220,000. That is more than 13.8 
per capita in the State, which is more than any 
other Southern state appropriates for the work, 
or any Northern one, except Pennsylvania. 
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Dr. Graham E. Henson, Jacksonville, Fla—We 
are trying to attain a single object, though we 
are more or less divided as to the manner in 
which this object may be attained. 

Some of us believe that by controlling and erad- 
icating the mosquito we can best control malaria, 
and some believe that it should be accomplished 
by the treatment of the infected human being. 

I wish to enter my protest against the state- 
ment made here this afternoon that quinin is 
nothing but a makeshift measure. While I am 
not here to quarrel with the sanitary engineers, 
it is my opinion that screening is nothing but a 
makeshift measure. 


poz 
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Let us consider yellow fever on the one hand 
and malaria on the other. If all our efforts in 
eradicating and controlling yellow fever had 
been directed at the mosquito where should we 
be today? 

I think it was the State Health Officer from 
Alabama who made the statement this morning 
that the prevailing species of mosquito in certain 
sections of Alabama were the stegomyia. Does 
that mean anything? Is anybody worried over 
the fact that they have thousands or millions of 
stegomyia in Alabama today? No. Why? Be- 
cause they have no infected human blood for that 
mosquito to feed upon. 

It seems to me simple that so soon as the hu- 
man host is sterilized it is immaterial, outside of 
human comfort, what number of Anopheles are 
present in a district. 

Dr. R. C. Derivaux, Nashville, Tenn.—As Dr. 
Carter has said, “There is no ideal: method of 
malaria control.” Every method has 
its place, and one must prove a make- 
shift, while others can be, for some rea- 
son or other, permanently applied. 

In Nashville, the problem brought up 
was a big one. Nashville has not been 
noted for malaria, nor has Davidson 
County, The vicinity of Nashville, 
while providing a number of breeding 
places for Anopheles mosquitoes, among 
them quadrimaculatus, has not been 
one in which malaria has to any great 
extent occurred. With the coming of 
the Powder Plant there, bringing in 
about thirty-five or forty thousand peo- 
ple, some several thousand of them go- 
ing back and forth from Nashville in 
industrial trains, the rest of them liv- 
ing immediately near the plant, and 
many drawn from other regions in the ' 
South in which malaria was_ highly 
prevalent, work was begun in the san- . 
itary zone. This was not at the very 
beginning, but after malaria had been 
observed in the hospital at the Powder 
Plant to a rather alarming degree. 


Control was secured early enough 
practically to prevent cases other than 
relapses and those were carefully gone 
into. Since the armistice I am happy 

2 to say that.the city of Nashville has 
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trol work in those parts of the city 
that are adjacent to breeding grounds 
for A. quadrimaculatus. During some- 
thing over a year that my work in 

. Nashville has been of a private na- 
ture, I have made just three miscroscopic diag- 
noses of malaria. I am occasionally asked to ex- 
amine blood in suspicious cases. Dr. Olin West is 
my authority for the statement that before the 
location of the Powder Plant at Nashville mala- 
ria, other than imported, was practically un- 
known. He told me on several occasions that 
some of the most severe cases of pernicious mala- 
ria he had ever seen occurred in medical students 
who had come there from other sections. 

We need continued work on a large scale, re- 
gardless of the fact that financial conditions and 
others in the country are considerably upset at 
this time. It would be a calamity if much of the 
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very valuable progress that has been made in the 
advancement of malaria control were to be al- 
lowed to slump in any particular. I don’t feel 
that small differences of opinion ought to be al- 
lowed seriously to modify choices of methods and 
give communities an opportunity to think that the 
question among experts is unsettled. 


I feel, as Dr. Ferrell said, that communities 
should be pressed definitely to commit themselves 
to a policy of continuation, in so far as they can 
and in so far as their local malaria problem 
would justify them in spending a proportionate 
part of their available public health moneys. 


I do not know that I quite agree with the anal- 
ogy of malaria and yellow fever that Dr. Henson 
just brought out with reference to quinin. My 
preference would be decidedly in favor of mos- 
quito reduction measures by engineering methods 
rather than through the very uncertain means of 
human attack. ellow fever is an acute, dra- 
matic, intense affair which is only communicable 
to a mosquito host—or to the insect host put it, 
rather, during the first few days. In malaria, 
the thing is quite the reverse. It is insidious 
and people are used to it. They will not be fright- 
ened about it. It is very difficult to get up very 
much enthusiasm, as many of you have Raw 
ered who have tried it before audiences accus- 
tomed to malaria from childhood. The talk is 
very interesting, etc., but it does not frighten 
them; whereas, on the other hand, the mere 
words “yellow fever” do. 


I should put engineering measures, oil, drain- 
age, supplemented by screening, certainly in the 
first class. My own practice is to ask physi- 
cians to be as conscientious as they can, first in 
their diagnosis and then in the treatment of 
known cases until they are satisfied, or are 
strongly of the opinion, that they are sterilized 
as far as the public welfare is concerned. 


Dr. A. P. Harrison, State Board of Health, 
Austin, Tex.—We realized about a year ago that 
we had a very grave problem in the prevalence 
of malaria in Texas. ou are all familiar with 
the size of Texas. About one hundred and five 
counties are distinctly in what is known as the 
malaria belt of the State. From available data 
we have figured that we have about eighty thou- 
sand cases of malaria in Texas every season. 
That points out the gravity of the situation. 


The first Federal work in the attempt to con- 
trol malaria in Texas was originated and put into 
execution about a year ago. Unfortunately, we 
found ourselves in the position of most of the 
other states, without available funds from the 
State Board of Health to finance the work. The 
Public Health Service and the International 
Health Board came to our rescue and through 
their assistance we instituted this work. Three 
different units were organized and put in charge 
of three sanitary engineers, under ie general di- 
rection of the co-operating agencies. 


We followed the general plan of attempting 
to do away with the breeding places of the mos- 
quitoes, the usual methods of drainage, of oiling, 
of filling and practically all the methods of ma- 
laria control. I may say that we carried out, so 
far as was possible for us, the general plan that 
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Dr. Taylor used in his work in Arkansas. The 
demonstration has been up to the present time 
so conclusive that it has aroused a tremendous 
amount of interest throughout the State in ma- 
laria work. The State Health Department is de- 
luged with requests from towns to institute this 
work, and in formulating our plan for the com- 
ing year’s work we have prepared a bill to intro- 
duce before the Legislature asking for an emer- 
gency appropriation of $56,000. We hone to 
have, to a certain extent, the continuation of the 
assistance from the International Health Board 
and from the Public Health Service. We are hop- 
ing to have the towns to a very great extent 
finance the work, outside of the supervision of 
the work which we plan to furnish them. 


We have found that our great problem is not 
simply the control of malaria in the towns, but 
some effective method of control in the rural 
districts. There appeared to be a very much 
heavier incidence of malaria in the county than 
in the towns, and, of course, the county infects 
the towns. That is one phase of the subject that 
we in Texas should like very much to have sug- 
gestions on, and should like very much indeed to 
hear discussed at some time during this meeting. 


Dr. S. W. Welch, State Health Officer, Mont- 
gomery, Ala.—We ought to adopt a definite ar. 
A change of policy in Alabama now would not 
be conducive to good work. The work which has 
already been done has, in some instances, been 
spectacular in its results. And we are like the 
gentleman from. Texas. We shall have all the 
work that we can do in other towns than the ones 
which have already been worked. We anticipate 
no trouble whatever in having the work carried 
on in the towns which we have worked. For in- 
stance, Mr. E. P. Johnson, Sanitary Engineer, 
received this letter: ‘“‘We wish to say something 
commendatory of the work in Alabama. When 
first the wérk was started there was a little doubt 
as to the possibilities of its benefits.” That is 
true. “From reports we have from physicians 
and drug stores, we are convinced that the work 
has been a decided benefit; in fact, the malaria 
in this community has been reduced to a mini- 
mum—practically none in the area affected by 
the control work. We are planning to continue 
the work, and if possible extend its a through 
the next year. ours very truly, I. Lee, 
Mayor.” 


All of the work undertaken in Alabama has 
been by municipal agency—not by voluntary con- 
tributions. In this particular county we are un- 
dertaking to work the entire county by an appro- 
priation by the commissioners’ court of the county, 
employing a sanitary inspector who will do the 
work in all of the municipalities and as many of 
the rural sections of the: county as can be op- 
erated. We are projecting some work in the 
other counties in which we have worked, putting 
on a sanitary inspector for the county as a whole. 


We worked eleven towns in Alabama this year, 
seven under the co-operative plan and four that 
took on the work as the result of what they had 
heard was being done in other places. All of 
that work, I have no doubt, will be carried on 
during the coming season. In one of the towns 
there was a lake of eighty-seven acres that had 
been a nuisance to the community for a number 
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of years. It was said to be impossible to drain 
it. It was drained by the sanitary engineer. 
With the mosquitoes we got two alligators six 
feet long and a wagon load of water moccasins. 


Dr. Frederick L. Hoffman, Statistician, the Pru- 
dential Insurance Company, Newark, N. J.—I 
had hoped that something would be said with re- 
gard to the theory held by Dr. Campbell, of San 
Antonio, that the domestic bat can be utilized as 
a means of mosquito extermination and malaria 
control. I have discussed this question with Dr. 
Campbell himself and I have personally tried to 
understand the merits of his suggestions, but I 
am afraid that Dr. Campbell fails in appreciating 
the true nature of scientific evidence. He, how- 
ever, fortifies his arguments with a mass of reso- 
lutions and letters of approval which apparently 
sustain his conclusions and give the sanction of 
the State of Texas and the local medical society 
to his views. Personally, I am not at all con- 
vinced that bat roosts are a solution of the prob- 
lem even under the best possible conditions, aside 
from the certainty that the vast number of bats 
required would in course of time constitute a 
most serious nuisance to the community, though, 
of course, possibly without being a further men- 
ace to health. This much, however, may be said 
without fear of contradiction: that the only sta- 
tistics available for the city of San Antonio in- 
dicate an increase in malaria rather than a dimi- 
nution in the frequency of the disease. Other 
communities are being induced to adopt the bat 
roosts and possibly considerable expense may be 
incurred which would not be justified unless more 
evidence is forthcoming that the experiment is 
deserving of public consideration. 


Dr. Campbell is unquestionably entirely disin- 
terested in this matter and sincerely believes that 
he has found a solution where other men have 
failed. The Public Health Service, the Army 
authorities, the Bureau of Entomdlogy and the 
Bureau of Biological Survey have all considered 
the question, but none has made an investiga- 
tion of sufficient extent and thoroughness to put 
an end to an agitation which must produce much 
mischief if, upon inquiry, the conclusions should 
be found contrary to the assertions that are being 
made. It, therefore, seems to me a foregone con- 
clusion that sooner or later the Public Health 
Service, in co-operation with other scientific de- 
partments of the Government, will have to con- 
sider this question and report upon the whole 
subject in a final form. 


The Malaria Committee is expected to render 
a larger service than the holding of an annual 
conference and the reading of a few papers, how- 
ever admirably presented. It must become an 
active body concerned on the one hand with re- 
search and on the dther with educational propa- 
ganda to arouse an active interest on the part 
of the medical profession, the local authorities, 
and the people themselves. No preventible dis- 
ease offers greater possibilities in this direction 
than malaria. From a scientific point of view 
an immense amount of work requires to be done 
before any single conclusion can be accepted as 
absolutely final. As regards the practical re- 
sults, there can not be the slightest question of 
doubt that malaria at the present time is a most 
serious hindrance to the highest development of 
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agricultural production, not only in the Southern 
states, but also in the Sacramento Valley and in 
other sections of the country. I should have 
liked to speak of the demonstration of the work 
which is being done at Mound, La., through the 
co-operation of the United States Bureau of Ep- 
tomology under Captain Van Dine, the Interna- 
tional Health Board under Dr. Rose, and the 
lantation interests concerned under Mr. G. §, 
urger. I know of no field offering greater prac- 
tical possibilities than this, where malaria fre- 
quency, mosquito density and agricultural pro- 
duction are intelligently investigated toward the 
one objective of ascertaining the true cost of 
malaria to Southern agriculture, or at least to 
plantation interests in the whole South. I am, 
therefore, very glad to know that Captain Van 
Dine, who has charge of the Mound investigation 
in behalf of the United States Bureau of Ento- 
mology under Dr. L. O. Howard, is here to pre- 
sent at least an outline of the work that has thus 
far been done. 


Dr. L. D. Fricks, Surgeon, U. S. Public Health 
Service, Memphis, Tenn.—I should like to say for 
the information of the National Malaria Com- 
mittee, not by way of argument with Dr. Hoff- 
man at all, that this matter was referred some 
time ago to the nd authorities, and a report 
upon it was made y Dr. L. O. Howard, Chief 
of the Bureau of Entomology. The matter was 
recently brought yp again and was referred to 
me for comment by the Surgeon-General of the 
Public Health Service. I took the position, which 
seemed to me to be right and proper, that since 
the Bureau of Entomology had reported on the 
matter of employing bats and establishing bat 
roosts as a means of combating mosquitoes, the 


Public Health Service could not afford to reopen 


this discussion. 


Dr. Henson.—May I ask if these reports are 
published and available? 


Dr. Fricks.—Yes. 


Dr. Hoffman.—The report by Dr. Howard was 
made, I think, some six or seven years ago. It 
was a rather brief discussion and not sufficiently 
amplified by the evidence required. The conclu- 
sions no doubt were based upon a much larger 
knowledge of the subject than is implied and 
they may safely be accepted as trustworthy, for 
no one enjoys a higher reputation for fairness 
and scientific accuracy than the Chief of the U. S. 


- Bureau of Entomology. For the needs of the 


larger public, however, a much more extended 
inquiry is required, and such an_ investigation 
should be made in co-operation with the U. S. 
Biological Survey, so that every reasonable ques- 
tion of doubt may be set aside. It is conceivable 
that bat roosts may be of advantage in one loca- 
tion, while entirely useless in another. It is pos- 
sible that bats may exterminate a sufficient num- 
ber of Anopheles to reduce the mosquito nuisance 
to a minimum. Conversely, the enormous num- 
ber of bats required for effective work may con- 
stitute an evil of itself not to be tolerated in civ- 
ilized communities. The subject has reached the 
stage where, in my judgment, it is obviously the 
duty of the several Government departments 
concerned to institute a thorough investigation 
and to make a full report. 
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Mr. Frank R. Shaw, Assistant Sanitary En- 
gineer, U. S. Public Health Service, New Or- 
leans, La.—I should not look forward to super- 
vising another campaign where popular subscrip- 
tion was the only source of local funds. But 
our work is to prove the possibility of malaria 
control and mosquito eradication and in some 
cases it might be necessary to alter the usual 
lan. A campaign accomplishing results against 
adverse conditions, such as popular subscription 
difficulties, might become more permanently es- 
— than one conducted exactly according 
to form. 


The Service supervised an initial campaign in 
a certain state capital in 1919 for which the le 
were provided by popular subscription. The 
funds were not sufficient to go into the general 
mosquito breeding phase, but a very marked re- 
duction in malaria was accomplished. This sea- 
son the co-operative plan was in effect, but again 
local funds could only be provided by popular 
subscription. Although the work was started with 
only one-half of the amount called for in the 
original estimate, the local fund was gradually 
increased and ultimately very satisfactory re- 
sults were accomplished. 


Most communities are in need of educational 
work. They want it. In this particular case, 
by continuing the work the second year, it was 
ossible to take advantage of what was done the 
frst year, improve and extend it, and thus ac- 
complish increased reduction of malaria and very 
satisfactory mosquito eradication. Had we not 
prevailed upon the people to provide money and 
rendered the assistance necessary, the effect of 
the first year’s work would have been lost and 
the initial demonstration detrimental rather than 
beneficial in furthering anti-malaria operations. 
The most important effect of the second year’s 


- campaign was that of changing the entire atti- 


tude of the city government from a skeptical 
to an enthusiastically favorable one and in devel- 
oping the interest of the people as a whole. 


I must admit that very little publicity was 
given the work, for most of the time was occu- 
pied in getting the money and in effecting the 
greatest economy, but the mosquito nuisance was 
greatly relieved and thus the campaign produced 
its own publicity. ; 

Whereas there is assurance that a strong de- 
mand has been created, the municipality’s finan- 
cial condition indicates the necessity of continu- 
ing the work on a popular subscription basis for 
one or more years in the future. By conducting 
the second year’s campaign on a most irregular 
plan and on the face of it, a very unsound basis, 
we have accomplished the very purpose of our 
organization. 

Mr. L. M. Fisher, Associate Sanitary Engineer, 
U.S. Public Health Service, Columbia, S. C—We 
have demonstrated in South Carolina, for in- 
stance, in one town with a population of twenty- 


two hundred people, that it paid to expend $22,000, 


to do the work. We selected this place because 
of its difficulty. 


Our biggest problem is to raise the money. 
This scheme may be highly visionary, but I really 
think it has value: some individuals or corpora- 
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tions in the South should raise a fund to be used 
in educational work, or propaganda, say of about 
one hundred or two hundred thousand dollars. 
We should spend a year or two years in collect- 
ing our information, be thoroughly prepared to 
— chambers of commerce and the public and 
industries and everybody with the information 
that we have, and then proceed to collect a large 
fund which could be used in permanent relief 
work throughout the South, a fund which should 
run into perhaps a hundred million or more. We 
send millions and millions across the sea to peo- 
ee who apparently have not sense enough to stop 

ghting. That is the humanitarian standpoint. 
It would have an appeal to a large number of 
people. In addition to that it would have a tre- 
mendous appeal to business men if we could get 
to them the fact that the control of malaria is an 
important factor in increasing profits, and that 
it would benefit business men in the North as 
well as business men in the South. 


Dr. C. W. Garrison, State Health Officer, Little 
Rock, Ark.—The one thing that has restricted 
the extension of this work more than any other 
is the lack of trained supervisors. It is better, 
in my judgment, to hold the units already estab- 
lished than to create new ones and let the old ones 
lapse. We must continue to supervise the old 
units which we have created and gradually ex- 
tend the work. We can not do this without 
trained supervision. 


Some gentleman made the remark that about 
90 per cent of the work of the field directors 
should be head work and 10 per cent foot work. 
My re, Sonne and observation has been that 
unless he uses about 100 per cent head work and 
an equal amount of foot work his supervision 
can not be successful. This summer one of our 
field directors was taken ill for just a few weeks. 
Upon investigation it was found that the work 
was not continuing satisfactorily and the citizens 
were becoming dissatisfied. In another case, one 
of the directors was detailed to other fields. Some 
of the old towns lacked constant supervision and 
they had the same experience and there was se- 
vere criticism. 


We have asked all the co-operating agencies to 
extend our program for the next year. We have 
had a number of requests from new communities 
for supervision. We have already made some of 
our surveys, but unless we can be assured of a 
markedly increased personnel. it seems to me it 
would be dangerous business to undertake to ex- 
tend our field of operation next year. 


The question has been raised about committing 
the towns to an agreement. Most of our old towns 
were committed last vear, but there were changes 
in administration and the agreement was nulli- 
fied. We find that unless there is leadership in a 
given community, and constant supervision by a 
trained man, any agreement without the cash 
amounts to but little. I hope I am wrong, but my 
opinion is that as long as we have malaria and 
Anopheles we are going to have to supervise each 
unit every season. That simply means that we 
are going to have to increase our personnel, and 
only in direct proportion to the increase in per- 
sonnel can the area be safely extended. And our 
good directors, we have found in the past, were 
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soon taken over by some one who could pay them 
higher wages than we could. 


As to raising funds, if it is to be based upon 
appropriations by the state, I fear our work is 
already closed in Arkansas. In many of our 
little towns the cost of control measures is equal 
to the entire revenue of the towns. We have 
very little prospect under these conditions of 
raising sufficient funds by appropriation. It must 
be supplemented by subscription. 

There is one other agency which, I believe, has 
not been mentioned, which I think can be utilized 
to a very great advantage, and that is the rail- 
roads. The Cotton Belt in Arkansas is doing a 
very great work, and I think the reason some 
other railroads have not contributed more is that 
we have not approached them in the proper man- 
ner. In all the towns where we have operated 
this year the railroads have agreed to do their 
part in controlling their right of way. One of 
the engineers detailed to Arkansas has a paper 
in regard to co-operating agencies, so far as en- 
gineers are concerned, and he has some valuable 
suggestions to make. 

Mr. LePrince (closing).—I had a very inter- 
esting experience in dealing with the question of 
financing. I went from one town to another, 
week after week, and found that the average 
town in the South and the North is without funds. 
The state health departments appeared to be in 
about the same condition; but even so, I am not 
discouraged. I do not believe enough has been 
done toward letting the public know what we are 
driving at. The American people are very slow 
to make up their minds about what they want, 
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but when they have made up their minds they are 
going to get it. We must devise a means of get- 
ting the public to want and insist upon having 
this malaria work done. 


I suggest that we get up some effective anti- 
malaria propaganda. One or two of the states 
have started with some short moving picture 
films. Probably within a year or two three or 
four of the states will get up similar propaganda. 
Would not it be better for all the state health of- 
ficers in the twelve or thirteen states involved in 
this question of malaria control to get together 
and produce a really good film, something that 
att | go not only to the people but beyond them 
to the legislatures and help us get the money 
that we need? It is a state proposition, and ulti- 
mately all the funds for this work should come 
from the state. Each state should have its own 
malaria division. 


In fighting the Anopheles we have found it is 
absolutely essential to get rid of the mosquito 
nuisance. The public does not believe so much in 
malaria control as in getting rid of the mos- 
quitoes. They have found out that you can get 


rid of the mosquito pest and they are willing to 
pay for that and they insist on having it. 


There is a way of getting the people of most 
of the states in the malaria belt to want the ma- 
larial sections of their country freed from malaria 
so that funds will be forthcoming, and there is 
going to be some hard work done along that line 
in order to bring it about. Of course the sooner 
it _— the quicker we shall get malaria con- 
trol. 
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SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 
OBSTETRICAL AND UROLOGICAL 


POST-OPERATIVE THROMBO- 
PHLEBITIS* 


By FRANK K. BOLAND, M.D., 
Atlanta, Ga. 


The careful surgeon will always admit 
to his patient that no operative procedure, 
no matter how trivial apparently, is abso- 
lutely void of danger. With our almost 
perfect methods of anesthesia and asepsis, 
and with the increased knowledge which 


- guides us in the better selection of sur- 


gical risks, it is true that in deliberate 
cases we generally may assure the patient 
of a satisfactory immediate result, how- 
ever unsuccessful the end-result may be. 

Even in immediate results, however, 
and in well-chosen cases, we must be pre- 
pared at any time for embarrassing, if 
not dangerous, complications. The writer 
has seen two so-called clean operations 
result in death within forty-eight hours 
from streptococcic septicemia introduced 
no one knows where nor how. A clean case 
of femoral hernia succumbed to tetanus 
one week after operation and the origin 
of the infection was a matter of guess- 
work. Unanticipated tragedies have been 
recorded from hemorrhage, shock, acid- 
osis, acute dilatation of the heart and of 
the stomach. Thorough preliminary study 
and preparation of our cases will reduce 
post-operative complications to a mini- 
mum. Constant vigilance must be exer- 
cised to see that our regular routine of 
examination and preparation is always 
carried out, while the aseptic conscience 
must ever be kept awake. 

This paper is a reminder of a post-op- 
erative result, thrombophlebitis, which oc- 
curs with comparative rarity, but which 
has been reported by the best men work- 
ing in the most auspicious surroundings. 


*Read in Section on Surgery, Southern Medi- 
cal Association, Fourteenth Annual Meeting, 
- Louisville, Ky., Nov. 15-18, 1920. 


To have veins infected from a septic field, 
as phlegmasia alba dolens accompanies 
puerperal sepsis, cannot be surprising, 
but to see the condition follow a clean op- 
eration faultlessly performed, is some- 
thing difficult to explain. The writer re- 
grets to admit that he has no explanations 
to offer at this time which have not been 
given already. Only a brief discussion of 
the subject is offered, following a review 
of the literature, with the hope that inter- 
est may be aroused which will result in 
more fruitful investigation. It has been 
said that surgical morbidity does more to 
bring surgery into disrepute among the 
laity than does surgical fatality. The liv- 
ing patient with his bad result is a con- 
stant and prominent memorial in the com- 
munity, while the surgical fatality is 
buried and forgotten. 


No doubt it is true that a great many 
of our so-called “clean” operations are not 
absolutely aseptic. Is it possible to main- 
tain perfect technic in cutting through the 
lumen of an appendix? Burning it 
through with the cautery seems safer. A 
large percentage of case of thrombo- 


phlebitis follow pelvic and rectal opera-. 


tions. It is easy to see how the field may 
become contaminated in cutting into the 
vagina or in handling an infected Fallopian 
tube. 

Beckman! reported 16 cases of throm- 
bophlebitis in 5,835 operations done at the 
Mayos’. In a series of 3,000 operations, 
Clark? of Philadelphia found 35 cases. 


Hampton and Wharton*® report 205 
cases in 21,000 gynecological operations 
performed in the Johns Hopkins Clinic, 
about 1 per cent. Other writers assert 
that the disease occurs in from 1 to 4 per 
cent of all laparotomies. ‘The writer has 
had four mild cases complicating “clean” 
laparotomies and one severe case and 
death following debridement and second- 
ary closure of a gunshot wound of the 
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popliteal space. More than one-half of 
all the recorded cases are sequels of op- 
erations of the so-called “clean” type. 

The earliest onset of thrombophlebitis 
is four days after the operation, and the 
latest onset is four weeks. Nearly every 
vein in the body, superficial and deep, has 
been affected, but those of the lower ex- 
tremity are affected most frequently. The 
veins of the left lower extremity are in- 
volved three times as often as those of the 
right, the reasons given therefor being 
that the right common iliac artery crosses 
the left common iliac vein, causing a 
slight obstruction; and that an overloaded 
colon tends to obstruct the left vein. Fre- 
quent enemas after operation, causing 
pressure from the sigmoid, is given as an- 
other cause of the more common involve- 
ment of the left side. 

The Mayos think the recumbent posi- 
tion in bed for too long a time after op- 
eration, producing retardation of the 
blood stream, is a predisposing factor in 
the etiology of the disease. For this rea- 
son it is recommended that patients be al- 
lowed to sit up and move about earlier. 
At the same time it is granted that if a 
patient already has developed a thrombus 
in some vein, getting up is about the worst 
thing he could do, since the chances of 
embolism are much increased thereby. Do 
we always recognize thrombophlebitis in 
its incipiency? The average case presents 
a well-known clinical picture, but many 
cases develop insiduously, without the 
usual symptoms. Therefore, it seems that 
getting our patients out early might not 
be such good advice, notwithstanding the 
approval of such high authority. 


From an exhaustive study of their se-_ 


ries of 205 cases, Hampton and Wharton 
believe that thorough observation of cases 
of thrombophlebitis will show that prac- 
tically none of them has an absolutely 
normal convalescence up to the onset of 
the disease. Their patients showed a defi- 
nite, low, persisting pyrexia from shortly 
after the time of operation until the onset 
of pain and swelling of the leg during a 
period when the temperature clearly should 
be normal. Kuster failed to notice this 
premonitory rise of temperature, while 
Fromme thinks that many slight eleva- 
tions may be overlooked, and moreover 
that infection may occur without febrile 
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reaction being present. Michaelis‘ agrees 
with the conclusions of Hampton and 
Wharton to such an extent that he states 
that in patients who have a perfectly nor. 
mal temperature curve after operation, 
thrombosis and embolism do not need to 
be feared. If this be true we should al- 
ways know when it is safe to allow a pa- 
tient to be out of bed. As contradictory 
evidence to this idea, in two abdominal 
cases seen recently by the writer, one ran 
a normal temperature up to the time of 
the appearance of symptoms of phlebitis, 
while the other one had a slight rise of 
temperature during the same period, al- 
though the wound apparently was _ per- 
fectly clean. 

To other causes for thrombosis follow- 
ing laparotomies Albanus® adds heart de- 
rangements, pressure of tumors on veins, 
cooling and handling of blood vessels while 
the abdomen is open, the effect of narcosis 
on the heart and the pressure of a band- 
age. Destruction of corpuscles from toxic 
substances in the blood is assigned as an- 
other cause. Clark believes that rough 
handling of retractors is an _ etiological 
agent in thrombophlebitis. We have all 
seen the peritoneum stripped from the 
abdominal wall by the careless use of re- 
tractors. The epigastric vessels may be 
injured in this way. However, McLean,° 
from his experiments on dogs, declares 
that such damage to veins will not cause 
thrombosis. He believes that necrosis of 
tissue in stumps distal to ligature plays 
an important part in the etiology. 

McCann, of England,’ holds that trans- 
fixion of a vascular area, such as the 
omentum or the broad ligaments, is an in- 
fluential cause of thrombosis. By trans- 
fixion vessels may be punctured and bleed 
either externally or into the tissues. In 
tying the transfixion ligature it may be 
that a portion of it remains in the lumen 
of the vessel. If this ligature is of doubt- 
ful asepticity, or becomes subsequently in- 
fected, the natural process of clotting in 
the vessel may become arrested, the clot 
liquifying and becoming detached in pieces 
or in its entirety. If care is taken always 
to pass the transfixion needle through an 
avascular area, bleeding and clotting will 
not occur. McCann urges that round- 
edged needles, and never one with sharp 
edges, be employed for this purpose. To 
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minimize trauma and hemorrhage, round- 
edged needles are to be preferred for all 
purposes. In the skin it is necessary to 
use needles with cutting edges. 

Debilitated and anemic subjects, those 
who recently have lost much blood, or 
those who have undergone a prolonged op- 
eration are predisposed to thrombophle- 
bitis. Bartlett’ states that varicose veins 
are important predisposing causes of the 
condition, especially varicosities of veins 
which are directly affected by the opera- 
tion. 

Pathologists are agreed that the blood- 
platelets are the originators of the typica: 
thrombus, and that injury of the endo- 
thelial lining of the blood vessel precedes 
the formation. According to Bizzero, 
platelets are present from 180,000 to 780,- 
000 per cm. in normal blood. They may 
collect around a foreign body, such as a 
fragment of catgut, or following a slow- 
ing of the blood stream, collect upon the 
damaged wall of a vessel. No doubt in 
different cases different elements or dif- 
ferent combinations produce endothelial 
injury; in some, traumatism; in others, 
toxins; but in the vast majority, actual 
bacterial invasion. Baumgarten has 
shown that the agglutinative process takes 
place only in circulating blood, for there 
is no thrombus formation when a vein is 
doubly ligated and excised. Succeeding 
the collection of blood-platelets there is a 
rapid accumulation of polymorphonuclear 
leucocytes, to which the addition of fibrin 
and red cells completes the thrombus. 

Of the symptoms, pain is almost always 
the first complaint of the patient, and usu- 
ally is the first symptom explanatory of 
the low fever. In rare cases tenderness 
may be present along the course of the 
femoral vein before onset of pain. Swell- 
ing soon follows pain and may be marked. 
Redness over the course of the vein is un- 
usual; the limb occasionally becomes cyan- 
otic. The temperature does not rise de- 
cidedly until the initial symptom of pain 
has become evident. 

The ordinary case of post-operative 
phlebitis of the veins of the lower ex- 
tremity will require the patient to remain 
in bed about twice as long as is customary 
after a laparotomy. Swelling is the last 
sign to disappear, and it may persist for 


BOLAND: POST-OPERATIVE THROMBOPHLEBITIS 309 


many months. In a case of the writer’s, 
swelling was present for one year. 


Thrombosis of the mesenteric and por- 
tal veins present clinical entities which 
will not be discussed here. The most seri- 
ous complications of thrombophlebitis are 
pulmonary. Hampton and Wharton, in 
their recent excellent article on the sub- 
ject, say that 7 per cent of their cases de- 
veloped pulmonary infarcts, and 1.5 per 
cent developed pulmonary embolism. One 
case in each series died. Thrombosis of 
the abdominal or pelvis veins is far more 
liable to result in these dangerous sequel 
than thrombosis of the veins of the leg, 
especially when the latter is accompanied 
by pain and swelling. Fatal embolism at- 
tributed to thrombosis of the femoral and 
saphenous veins, however, is not unknown. 
The diagnosis of pulmonary infarction, a 
much commoner affection than embolism, 
though not nearly so fatal, is frequently 
overlooked. From a study of 40 cases 
diagnosed as post-operative pleurisy, 80 
cases diagnosed as post-operative pneu- 
monia, and 50 cases diagnosed as post- 
operative bronchitis, Hampton and Whar- 
ton decided that 34 were undoubted cases 
of post-operative pulmonary infarction. 

The treatment of thrombophlebitis con- 
sists in rest, elevation of the part, and the 
application of cold during the acute stage, 
and heat afterward. Opium is often nec- 
essary to relieve pain, although the writer 
finds that the administration of such a 
drug as aspirin in five-grain doses every 
four hours not only seems sufficient to 
give the patient comfort, but also lowers 
the temperature, causes profuse diapho- 
resis, and apparently shortens the course 
of the disease. It is well for nurses to 
know that post-operative pain in the legs 
should not be subjected to massage until 
the cause of the pain is known. Such well- 
intended, but misdirected, treatment may 
produce pulmonary embolism. 

As Binnie says of ventral hernia, the 
best treatment of post-operative phlebitis 
is not to have it. While it has been shown 
that the complication will occur in spite 
of irreproachable surgery, a consideration 
of its etiology must suggest that the inci- 
dence of the disease might be reduced by 
closer attention to the details of the opera- 
tion, which means sharp, clean dissec- 


| 

| 

and | 
nor- 
tion, 

al- q 
tory | 
inal 
ran 
> of | 
itis, 
» of 
al- | 
de- | 
ns, 
rile 
sis | 
xic q 
“a. 
all 
be q 
1,6 | 
se 
q 
a 

e 


310 


tions, the gentler handling of tissues, and 
always striving for an improved aseptic 
technic. 
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_ DISCUSSION 


Dr. Charles E. Dowman, Atlanta, Ga.—Dr. 
Boland has so thoroughly discussed the question 
of thrombophlebitis that there is really very lit- 
tle to add. The various points which I had in 
mind were fully covered by him. Personally, I 
have had very little experience with post-opera- 
tive thrombophlebitis, having had one case only. 
This case conformed to the description furnished 
by Dr. Boland. This was an interesting case 
because of a paralysis of the left external popli- 
teal nerve which developed immediately after a 
uterine suspension operation. I suppose this was 
caused by pressure during the time when the 
Trendelenburg position was maintained. Four or 
five days later she developed a thrombus of the 
femoral vein on the same side. 

I think it is a generally accepted view that the 
endothelial cells of the vein must be injured in 
order to have thrombosis. Whether this is due 
to trauma during the operation—actual handling 
of the vein or accidental crushing of the wall— 
or whether to some other agent, such as infection, 
it is of course difficult to say. The fact that 
these patients run a temperature would indicate 
that infection is largely responsible. 

One point that Dr. Boland mentioned but did 
not stress I would like to emphasize. All nurses 
are, very naturally, anxious to keep their pa- 
tients comfortable. If a patient complains of leg- 
ache or backache, she invariably wishes the nurse 
to rub the painful area. I think it would be a 
good idea if all hospitals would have a standing 
order that no nurse should massage a painful 
area until the condition has first been diagnosed. 
Dr. Sachs told me this morning of a patient who 
complained of a pain in the groin. The nurse 
was asked to relieve it by rubbing; the thrombus 
was loosened and the patient died immediately of 
pulmonary embolism. I think we should all keep 
this point in mind. 

Dr. Edward G. Jones, Atlanta, Ga.—The thing 
that interests us more than any other is the 
actual etiology of the phlebitis; and so far as I 
know no entirely explanatory explanation has yet 
been offered. What Dr. Boland says about the 
treatment—the best treatment being not to have 
it—reminds one of the observations of Sir James 
McKenzie in his treatise on “The Future of Med- 
icine,” wherein he elaborates his theme upon the 
following basis: the real function of the profes- 
sion is the prevention of disease; whereas, as a 
matter of fact, we have approached the subject 
from the opposite end of the story; and the most 
we know about morbidity and mortality is what 
we have gathered from the laboratory and from 
the autopsy room. So what we most need is the 
discovery of some means whereby we can recog- 
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nize the preliminary stages of disease of all 
kinds. . 

Dr. A. L. Blesh, Oklahoma City, Okla.—The 
Doctor has really touched upon a timely topic. 
Its oldness does not make it any the less inter- 
esting or distressing. The statistics as to fre- 
quency of this complication which the essayist 
has quoted are very accurate and in accord with 
our experience in some ten thousand surgical 
cases. 


The etiology seems to me to be undoubtedly 
septic, no matter whether the operation is aseptic 
or not. Of course our most aseptic operations 
are only approximately so. Absolute asepsis is 
attainable only in the test tube. In all likelihood 
the process in the vein is metastatic. A case 
now in the hospital illustrates this point well. 
Following a perfectly clean operation, after the 
incision had vine a pleurisy developed, and a 
week later a right thrombophlebitis of the right 
leg. A week later still, the same process in the 
left leg. There is one thing that our work has 
emphasized and that is that it is more apt to 
occur when the work involves the retro-peritoneal 
cellular tissue, as, for instance, in a retrocecal 
appendix. In a measure the peritoneal mem- 
brane acts as a protection. The degree of sepsis 
in the case seems to have no direct influence in 
the causation. It seems that in the more septic 
cases Nature has built up her antibodies to a 
higher degree of protection. Cases of only mod- 
erate infection are at least as apt, and I rather 
think more apt, to develop this condition than 
are those of the more severe type. 

Dr. R. L. Sanders, Memphis, Tenn.—I just 
want to say concerning the frequency of throm- 
bophlebitis with reference to the operation that 
while it is a fact that operations about the pelvic 
zone will more frequently develop this condition, 
we do observe quite a large number of cases in 
connection with the upper abdomen. In connec- 
tion with a large clinic we have found quite a 
number of cases where the upper abdomen had 
been invaded as well as the lower. This con- 
forms to the point Dr. Blesh just brought out 
about its being metastatic, and in that way it is 
just as likely to come from one part of the body 
as the other. I remember quite a number of 
gall-bladder cases in which there was thrombo- 
phlebitis of the left leg, and frequently bilateral. 

As to treatment, which Dr. Boland did not 
bring out, one thing is how long these patients 
should be kept down. They should be kept 

uietly in bed for a given time, but how long is 
that given time? In a series of cases we found 
that it was entirely safe, no bad results follow- 
ing or embolism following, after the temperature 
had become normal to allow them to be up. This 
may be five days, or poser ten, but after the 
temperature subsides there is no danger. Let the 
temperature be your guide and do not keep the 
patients in bed too long. I think this will not 
result in an embolism. I just wished to mention 
this point as to how long they should be kept 
down. 

Dr. Boland (closing).—Carrying out the idea 
of Dr. Blesh that the thrombophlebitis is metas- 
tatic in origin, I recall that DaCosta reported a 
case where this condition followed a breast ampu- 
tation. 

I think I have nothing more to add, but thank 
the gentlemen very much for their discussion. 
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TRANSPLANTATION OF 
CARTILAGE* 


By W. T. COUGHLIN, M.D., F.A.C.S., 
St. Louis, Mo. 


The past twenty years has witnessed an 
awakening of interest in the transplanta- 
tion of normal tissues of the body and our 
knowledge and skill in this department of 
surgery have made unprecedented prog- 
ress. 

Experimental research has shown that 
practically all the body tissues and some- 
times even whole organs can be success- 
fully removed from their normal habitat 
and under favorable conditions as success- 
fully reimplanted in other parts of the 
body, often without change either in their 
form or function, and surgery has been 
quick to profit by the work done in the 
laboratory. 

It is only in the past eight years and 
more particularly in the last four that 
very much attention has been given to the 
transplantation of cartilage. At Cecis’ 
Clinic in Pisa, Italy, during the Turco- 
Italian War, the process came first prom- 
inently into notice. 

In war wounds of the face, where loss 
of the underlying hard parts rendered the 
deformity more pronounced, resort was 
had to cartilage implantation for the pur- 
pose of overcoming the skeletal defects. 

Morestin, of Paris, claimed that he had 
been using the method for similar pur- 
poses for over twenty years, but it was 
not until the recent war-that much notice 
was given to it in France or elsewhere. 
It is to Morestin undoubtedly that we are 
most indebted for its now widespread use. 
His brilliant and well published experi- 
ences have been very largely responsible 
for exciting genuine surgical interest in 
the process. 

Cartilage lends itself most readily to 
transplantation. It is easy of access. The 
supply furnished by the individual himself 
is practically unlimited. Its removal does 
not impair his function nor leave disfigur- 
ing or mayhap dangerous scar or deform- 
ity. It is easily worked into the desired 


*Read in Section on Surgery, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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form. It requires no elaborate mechan- 
ical device for its removal or reimbedding 
and as far as we are yet able to determine, 
it continues to live and retain its shape 
and size, and lastly, it must be mentioned 
that it is not so susceptible to the action 
of pyogenic organisms as are other grafts. 
It often heals in firmly, even after pro- 
longed suppuration of the wound. 

As with the other tissues of the body, 
grafts of cartilage grow best when taken 
from the patient himself, although those 
taken from others of the same species in 
the great majority of cases survive and 
endure. 

Heteroplastic grafts do not long survive, 
but are absorbed and their place is taken 
by scar tissue. This has been shown by 
Imbert and others. 


A great deal has been said about the 
periosteum of transplanted bone. Noth- 
ing approaching such discussion is likely 
to take place regarding the perichondrium 
in transplanted cartilage. J. S. Davis, in 
a series of experiments, concluded that 
even without any perichondrium the graft 
remained unabsorbed. I have a case in 
which three small pieces of cartilage were 
transplanted into the skin of the fore- 
head three years ago. They are still there 
as large as when first inserted. One has 
no perichondrium and two have it on one 
side. 

Bone requires, when transplanted, to 
be placed in contact with living bone. and 
to be made to functionate, otherwise it is 
either absorbed or atrophies. Cartilage, 
imbedded anywhere in the tissues, retains 
its form and strength apparently indefi- 
nitely, unless subjected to greater stress 
of weight than that which it formerly car- 
ried. 


I have observed a case in which three 
years ago I transplanted a costal cartilage 
for saddle nose according to the method, 
I think, of Skillern. At present it seems 
to me the cartilage is not so thick as it 
was at first. 

My greatest satisfaction has been de- 
rived from its use in the upper part of 
the face and head. But as its function in 
the facial repair is merely that of filling 
up bony depressions for cosmetic effect, 
chiefly its greatest real benefit in my hands 
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has been its protective action in repairing 
bony losses in the skull. 

In France, following the lead of More- 
stin, almost all the surgeons incline very 
favorably toward its use for this purpose 
and the method illustrated here is that 
which I saw both in Morestin’s and Chu- 
tro’s clinics. 

For transplantation into the skull in 
cranioplasty one should be certain to have 
the transplanted portion thick enough. A 
thin piece can not afford very much pro- 
tection. I remove the whole thickness of 
a costal cartilage as long as is necessary 
and then I split it in coronal plane into 
two halves. I never try to remove the 
perichondrium, but to remove the carti- 
lage with its perichondrium intact. This 
is not because I fear that the graft will 
not grow without its perichondrium, but 
because when split the piece curves with 
its perichondral surface concave. It does 
this better when the perichondrium is at- 
tached. This curving is often of advan- 
tage, always so in cranioplasty, for then 
the concave surface is placed toward the 
brain and so the cartilage conforms more 
to the contour of the skull. 

There has never been any accident in 
getting the cartilage, either with bleeding 
or opening of the pleura or suppuration, 
or lung or chest complications. 

The patient never is obliged to. stay in 
bed because of the chest wound. In fact, 
in all the cases in which I have obtained 
it for purpose other than cranioplasty, 
the patient was not confined to bed at all. 

When cartilage is used for cranioplasty 
it is to be remembered that the cartilage 
rests on the outer aspect of the skull. The 
periosteum is reflected back for a half an 
inch all around the margin and the pieces 
are beveled at the expense of their outer 
surfaces and fastened to the periosteum 
with catgut. The periosteal flap is thus 
sutured on to the outer aspect of the car- 
tilage. 

It has been said that the cartilage unites 
with the bone as it does in life. I have 
not seen this occur, but I have elsewhere 
found the cartilage firmly adherent 
through fibrous tissue. I have never 
known a piece of cartilage to slip from its 
moorings nor to fracture. 

I have never drained after a transplanta- 
tion, but I always establish as nearly per- 
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fect hemostasis as it-can, and only the 
minimal amount of ligature and suture 
material and that always quickly absorb- 
able, is buried in the wound. 

Around the mouth, nose and eyes supp- 
uration is very hard to avoid, and in using 
free bone grafts aseptic healing is almost 
imperative. With free cartilage, however, 
my experience is in accord with that of 
many others. Even though the wound 
suppurates, free pieces of cartilage often 
surprisingly large, heal in the course 
of five to eight weeks if good drainage is 
maintained. 

I have not used it to take the place of a 
loss of an entire segment of the lower 
jaw. Morestin at first claimed success 
with cartilage in overcoming such defects. 
He later, however, was not overenthusi- 
astic for it. Almost everywhere else about 
the head I have used it always with the 
greatest satisfaction. 


DISCUSSION 


Dr. Thomas C. Davidson, Atlanta, Ga.—The 
Doctor is to be complimented and criticised for 
his paper, and I shall take the privilege of doing 
both. In the first place, I do not think that 
cartilage is an ideal tissue for repairing tissue 
in the cranium when we have such excellent ma- 
terial as the osteoperiosteal tissue to use for 
repairing these defects. The cartilage may re- 
pair the defect, but it is not bone. It is cartilage 
after all. 

We do know that we can get an osteoperiosteal 
graft from the cranium or from the tibia in 
sufficient quantity by taking off the periosteum 
and a very small amount of bone tissue, and by 
suturing this over the defect we get a real repair 
whichsis permanent. The cartilage does not give 
much protection. I have had considerable expe- 
rience in cartilage grafting in face work and 
plastic work on the boys overseas and in the 
hospital in Washington, where I was for five 
months, and we found that the autogenous graft 
was best, that substances taken from other pa- 
tients did not last. We found that the cartilage 
must be in contact with live bone. If it is not it 
will last only a short time. 

I remember one boy who came back who had 
had some repair work with cartilage and it had 
not lasted. His nose had been shot away and 
the cartilage which had been used to repair the 
defect had been completely absorbed in six 
months. Whenever we took cartilage from the 
rib and put it into the nose or face we were 
particular to put it in contact with live bone, 
and we had no trouble whatever. The perichon- 
drium is not necessary and in removing the car- 
tilage from the ribs the perichondrium was left. 
In the osteoperiosteal work we got good results 
which were permanent. I do not believe that 


cartilage will replace bone, although it may give 
temporary bridge work. 
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Dr. Fred L. Koontz, Louisville, Ky.—I should 
like to know what the Doctor’s experience is in 
regard to incision in the cartilagious transplants 
to the bridge of the nose, where he makes the 
incision, and also how he takes care of the pug 
nose effect in these saddle-nose cases; how he 
turns them down and what principle he depends 
upon to overcome that defect. 

Dr. Coughlin (closing).—I am very enthusias- 
tic about osteoperiosteal bone grafting. I like it 
well when there is not a large defect. No spe- 
cial apparatus is needed and altogether it is very 
useful. 

The statement of the Doctor that free carti- 
lage transplant quickly undergoes absorption is 
not in accordance with my observation. In a pa- 
tient whom I have just shown you on the screen 
there are three pieces of cartilage in the fore- 
head. They have been there three years. We 
intended to make him a nose, but another disease 
has prevented further surgery. These pieces of 
cartilage are apparently as large now as when 
transplanted. At the same time as when they 
were inserted a piece of his scapula, taken from 
the lower angle with its periosteum on both sides, 
was inserted in his left arm with the idea of 
making from it a septum for the new nose. $Bhis 
piece of bone has entirely disappeared. 

Again, I showed you a face wherein I had 
transplanted cartilage to take the place of the 
lower margin of the orbit, zygoma and the an- 
terior wall of the antrum. That boy came to me 
in France, in 1918, and I made a repair of the 
bony losses by osteoperiosteal transplantation 
taken from the tibia.. The case was illustrated 
in an article in the Medical Record May 1, 1920. 
The pictures were taken some months after the 
bone and fat transplantation. The result looked 
erfect, as can be seen by referring to the article. 

wo years afterward he came again to me with 
the eye displaced downward and the cheek fallen 
in. This time I did a cartilage transplant, and 
it is interesting to note that nothing remains of 
my osteoperiosteal bone graft but fibrous tissue, 
as demonstrated at the second operation. The 
fat, too, had disappeared. I was led to believe 
that osteoperiosteal flaps always increase in size 
when placed in contact at the ends with living 


ne. 

I emphasized the fact that the cartilage for 
cranioplasty must be thick. I have seen Chutro 
use a very thin piece of cartilage, but in that 
case the defect was quite small. For the repair 
of saddle nose, cartilage transplant is the best 
thing I know. 

There is no doubt that a thin layer of bone 
can be used for replacing a lost part of the skull. 
There is no certainty that it will endure. If the 
defect is very large, I do not think it is advisable 
to remove a corresponding portion of the outer 
table. Cartilage is more easily procured. One 

atient shown you had been operated upon twice 
efore. A surgeon had considered the opening 
too large to close by bone transplant and had 
closed it with fascia and muscle. 

It is more difficult to get the bone than to get 
the cartilage and so far as I know at present the 
cartilage does just as well as the bone. Gen- 
erally, if suppuration occurs, bone graft is lost. 
This is not true of cartilage transplant, as we 


_ have seen in the boy whose face I showed you. 
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The cartilage healed in, although suppuration 
occurred. Suppuration was due, I think, to pass- 
ing a needle into the lacrimal sac. 

Replying to Dr. Koontz, for that particular 
condition the ala should be separated from the 
bony margin of the nasal opening in the skull; 
and then through the incision made between the 
eyebrows a piece of cartilage and bone is inserted 
and pushed on down toward the tip of the nose. 
The nose should be pushed down farther than is 
necessary, as there will be some shrinking. A 
piece of cartilage only in this shrinking process 
will ride backward and upward on the skull, but 
if the bit of rib is left attached to the cartilage 
and this end placed in contact with the skull, or, 
better, counter-sunk in the same, bony union will 
occur, and no backward slipping will be possible. 
I do not recall who first advised this operation, 
but am proud to say he was an American. 


THE IMPORTANCE OF EARLY DIAG- 
NOSIS IN ACUTE ABDOMINAL 
CONDITIONS* 


By J. Louis RANSOHOFF, M.D., F.A.C.S., 
Cincinnati, Ohio. 


The acute abdomen has been for more 
than ten years a favorite medical topic. 
The literature is monumental, and there 
must be some valid excuse for reopening 
so hackneyed a topic. My excuse is that 
despite the enormous literature, despite 
the plain teaching of the standard text- 
books, men are still to be found in every 
community who, either through careless- 
ness or ignorance, fail to accept the mod- 
ern teaching. In medicine, which still is 
an art rather than an exact science, there 
is always room for individuality of thought 
and action. There are, however, certain 
cases in which the way is clear and the 
road lost only by the inexperienced or 
careless traveler. 

We all acknowledge that in diphtheria, 
or even suspected diphtheria, the adminis- 
tration of antitoxin means the saving of 
life. I think you will agree with me that 
the man who stubbornly refuses to give 
antitoxin commits a crime against medicine 
and a greater crime against humanity. I 
feel that a man who allows a frank ap- 
pendicitis to rupture before operation 
commits the same crime. During the war 


*Read before Southern States Association of 
Railway Surgeons, Auxiliary of the Southern 
Medical Association, Southern Medical Associa- 
tion, Fourteenth Annual Meeting, Louisville, Ky., 
Nov. 15-18, 1920. 
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every wounded soldier was given tetanus 
antitoxin, and thousands of lives were 
saved. The man who disobeyed this gen- 
eral order was courtmartialed. Unfortu- 
nately we have no courtmartial to fall 
back on in civil practice. In fact, our 
medical ethics almost force us to protect 
the doctor who waits with his acute ab- 
dominal cases until a general peritonitis 
has occurred and the comparatively mild 
case has changed to one of extreme hazard, 
or even to a fatal outcome. 

When we speak of the acute abdomen 
we naturally first think of the appendix, 
which is the cause of at least 80 per cent 
of our acute intra-abdominal conditions. 
Acute infection of the gall-bladder, the 
stomach, the pancreas, the intestine and 
the internal genitalia are, because of their 
relative infrequency, of secondary mo- 
ment. In an analysis of the cases reported 
from any large hospital, we see two groups 
of acute appendicitis: one, acute suppura- 
tive appendicitis; two, acute suppurative 
appendicitis with perforation. In the one 
group the mortality is practically zero. In 
the second group it may run from 20 to 
50 per cent, depending on the severity of 
the case and the generosity of the staff. 
When I speak of the generosity of the 
staff I mean this literally, for there are 
two classes of operators: first, the true 
surgeon; second, the man who operates for 
statistics. As we all know, there are men 
who, with their reputations rather than 
the welfare of the patient in mind, refuse to 
operate upon those cases which seemingly 
have only a small chance of recovery, who 
selfishly deny the patient his only possible 
chance for life. Unless the patient is prac- 
tically moribund, there is no acute abdom- 
inal inflammation so advanced that proper 
operation does not offer some decided 
chance of recovery. 

I remember one of the first cases of this 
kind which came to my notice. It was dur- 
ing my first year of assistanceship to Dr. 
Joseph Ransohoff. 


The patient was a minister, about 50 years of 
age, who was brought into the old Good Samari- 
tan Hospital, from Maysville, Ky. He had had 
a perforation five days before. He was tremen- 
dously distended; pulse running from 140 to 160; 
and temperature 104° at the time of operation. 
He had at the time of operation a septic jaundice, 
almost the color of a man with a stricture of the 
common duct. Operation revealed a general peri- 
tonitis, from the basal rupture of an appendix. 
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The abdomen was not only filled with pus, but 
there was a large amount of free feces in the 
abdominal cavity. The abdominal cavity was ex- 
tensively drained and the man made an unevent- 
ful recovery. 

I remember this case distinctly because 
it was the first case of its kind which I ever 
saw recover. Since then these cases have 
been too numerous to tabulate. I cite it to 
urge the necessity of giving every patient 
a chance. Of course I am cognizant of the 
starvation treatment of these cases, but I 
have no personal knowledge of its work- 
ings. 


From the standpoint of emergencies, the 
cases which must interest us most are the 
acute appendices and the perforated gas- 
tric and duodenal ulcers. The acute gall- 
bladder comes entirely in a separate cate- 
gory, and as an emergency operation is 
only necessary for acute gangrene or 
rupture from injury. Once the diagnosis 
of appendicitis is made, in my opinion im- 
mediate operation is imperative. There is 
but one exception, and that is in clearly 
subsiding cases, cases which have evidently 
passed the climax of the inflammatory 
process. The diagnosis of a typical ap- 
pendicitis is so stereotyped that frequently 
the diagnosis is made by the patient him- © 
self. It is almost impertinent for me to 
reiterate these oft-repeated symptoms, but 
I can not help calling your attention to a 
few points, particularly some of the sheet 
anchors, to which we can no longer tie. 
Of all the symptoms which we know there 
are only, in my opinion, three which are 
worth while: the pain, the tenderness and 
the rigidity. The pain so reliable in the 
beginning may disappear at the crucial 
moment. As you all know, the sudden ces- 
sation of pain without an equal absence 
of rigidity may mean that the safety point 
has passed and that the filled appendix has 
ruptured and instead of the simple ap- 
pendix we have a peritonitis to deal with. 
The tenderness, too, may mislead us un- 
less we are certain to look for it in the 
right place. In an ordinarily located ap- 
pendix, the tenderness is very classical 
over McBurney’s point, where every stu- 
dent first puts his hand in making an ab- 
dominal examination. But the appendix 
is found, in many cases, not ileo-cecal or 
ileo-colic or pelvic, but retro-cecal, and in 
these cases the tenderness is not at Mc- 
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Burney’s point, but in the flank. There 
is one symptom which is rarely, if ever, 
misleading, and that is the rigidity of the 
right rectus and right external oblique. 
There are two kinds of rigidity, the super- 
ficial and the deep. In the less severe 
forms of peritoneal inflammations the very 
superficial rigidity may be present and the 
deep rigidity entirely absent. This is, 
however, particularly true of the sub-acute 
and chronic rather than the acute cases. 

In eliciting tenderness and rigidity in 
an abdominal examination, it is particu- 
larly important that a certain technic 
should be followed. That is, that the ex- 
amination should be begun on that side 
of the abdomen which is free of the dis- 
ease, leaving the suspected area for the 
final examination. This prevents any voli- 
tional rigidity of the abdominal muscles 
over the area which the patient himself 
may suspect is involved. 


It is occasionally of interest to make a 
final diagnosis in an obscure abdominal 
case after the patient is partially under 
the anesthetic, when pressure over the 
area of suspected involvement will cause 
a rigidity and evidences of pain. By this 
manoeuver we have frequently changed 
the diagnosis just before making an in- 
cision from involvement of the gall-blad- 
der, let us say, to that of appendicitis, or 
vice versa. 


Although an increased leukocyte count 
is of importance as an aid to diagnosis, too 
much stress must not be laid on its ab- 
sence. There are some internists who 
largely depend on the increased leukocyte 
count as an indication for operation. In 
some of the most virulent cases, particu- 
larly streptococcic infection, there may be 
absolutely no increase in leukocytosis, not 
even a comparative increase in the poly- 
morphonuclears. In our own service we 
make a leukocyte count, for record, in 
every case of suspected acute abdominal 
inflammation. We never, however, with- 
hold operation because of the absence of 
leukocytosis. In children, particularly 
those under three years of age, the diag- 
nosis of acute appendicitis is difficult, ow- 
ing to the impossibility of co-operation on 
the part of the patient. It is the difficulty 
of diagnosis which makes the mortality of 
acute appendicitis among children so high. 
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We must, in these cases, rely entirely on 
the temperature, fast pulse, and particu- 
larly the rigidity. And it is in these cases 
that the diagnostic intuition accumulated 
through the observance of many cases 
plays so large a part. In children it is 
particularly necessary not to delay opera- 
tion, as they bear purulent conditions very 
badly. In these cases it is always neces- 
sary to rule out acute lobar pneumonia, as 
pneumonia in children may start with 
symptoms almost typical of acute appendi- 
citis. In one instance I removed a com- 
paratively normal appendix from a child 
of six years of age. All the classical 
symptoms of appendicitis were present: 
rigidity, increased leukocyte count, fever 
and tenderness. The day following the 
operation the child developed a typical case 
of lobar pneumonia. This case was seen 
in consultation with one of our most prom- 
inent internists, who made a very careful 
pulmonary examination without eliciting 
any evidence of pneumonia. Fortunately, 
this patient made a complete recovery. 
Ever since this time I have been particu- 
larly careful always to make a thorough 
pulmonary examination. With every care 
shown in the study of a case, surprises 
will come from time to time when. we op- 
erate for a supposed appendicitis. I have 
recently reported the case of a child of 
twelve, with typical symptoms. The op- 
eration revealed what I believe to be a 
unique condition, namely, a pelvic ectopic 
kidney attached to the right tube with a 
twisted pedicle. The ureter of course was 
completely obstructed and therefore the 
urinary findings were negative. 


The acute gall-bladder presents an en- 
tirely different proposition from the acute 
appendix. Except in those rare instances 
of gangrenous inflammation, operation 
should not be done during the acute stage. 
Nearly all of these patients recover from 
their acute inflammation, so that operation 
may be more safely done in the interim. 
The diagnosis here rests on the location of 
the tenderness under the ninth right costal 
cartilage, the tenderness in the back and 
above all the interference with respiration 
when deep pressure is made under the 
costal arch. This is an almost infallible 
sign of gall-bladder inflammation and will 
rarely lead the surgeon astray. The other 
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conditions which may be met with in the 
upper abdomen are particularly acute per- 
forations of gastric and duodenal ulcers 
and an acute hemorrhagic pancreatitis. 
These three conditions all start with such 
tremendous severity that they may be al- 
most classed together as what may be 
termed an acute intra-abdominal disaster. 
Shock, rapid pulse and more or less col- 
lapse are common to all three conditions. 
This, with a tenderness and board-like 
rigidity of the upper part of the recti 
muscles, certainly points to an immediate 
operation without the necessity of making 
an exact diagnosis. Particularly in the 
perforation of gastric and duodenal ul- 
cers, every hour counts in the patient’s 
chance for his life, and every hour’s delay 
means an increased mortality. Nearly all 
of those cases operated upon during the 
first twelve hours recover. 


Any one who has seen these acute ab- 
dominal disasters will realize the necessity 
for immediate operation. We must edu- 
cate the general practitioner and the in- 
ternist to realize that these conditions are 
primarily surgical. 


There is no need to dwell on the impor- 
tance of the diagnosis of intestinal ob- 
struction, either from a strangulated her- 
nia or from an internal strangulation. 
Many of these cases are so typical that a 
mistake in diagnosis is almost inexcusable, 
and yet not infrequently cases are brought 
in during the last stages of the intestinal 
obstruction with a history of days of suf- 
fering. When the patient gives the his- 
tory of a previous abdominal operation it 
is practically certain that there is an in- 
testinal obstruction due to strangulation 
from some inflammatory band of adhe- 
sions. The rarer causes, such as an inter- 
nal hernia, should always be borne in mind, 
but it is sufficient-in all these cases to 
make the diagnosis of obstruction and 
leave the exact diagnosis to be determined 
on the operating table, only realizing the 
necessity for immediate operation. The 
same applies to hyper-acute pathologic 
conditions in the lower abdomen and pel- 
vis. Twisted pedicles, of ovarian tumors, 
intra-peritoneal ruptures, of some _ sub- 
peritoneal vein, of a fibroid uterus, and 
last but most important, ruptured tubal 
pregnancy, are among the conditions which 
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imperatively demand quick interference, 
Often, of course, a positive diagnosis can 
be made, and always it may be tentative. 
Whether the one or the other matters little, 
the indications being clear in both for ear- 
liest interference. 


Time forbids my going any further into 
this question. I have only attempted to 
touch on the high lights, leaving out the 
less important details. What I have en- 
deavored to show is that the acute abdo- 
men is from the beginning a surgical con- 
dition, and the earlier operation is under- 
taken the greater is the chance for the pa- 
tient’s life. 


DISCUSSION 


Dr. T. H. Hancock, Atlanta, Ga.—While this 
paper does not relate to railway surgery, it is a 
good one for all surgeons to hear. I am satisfied 
that most of us err in not opening up the abdo- 
men promptly in cases where we suspect rupture 
of the kidney, rupture of the intestine, rupture 
of the bladder, or rupture of the spleen. Every 
patient who has had a severe blow on the abdo- 
men should be watched closely. When he comes 
in, we of course first catheterize the patient to 
tell absolutely whether there is any trouble to the 
bladder. If in twelve hours there is any marked 
rigidity I believe we should do an exploratory 
operation in all these cases. I know I have erred 
in many cases as I look back and see that I could 
have saved the patient, if I had operated early. 


Dr. J. W. Palmer, Ailey, Ga.—This brings to 
my mind a case of railroad surgery where there 
was an acute abdomen from traumatic injury. 
It was a section foreman. One of his men, in 
doing some kind of work where he used a pick or 
a crowbar, drew back to make his lick and hit 
him in the abdomen with his instrument. The 
section foreman was in a great deal of pain. He 
called in his family physician, who was not a 
railroad surgeon. There was absolutely no sign 
of any external or internal injury. The family 
physician delayed calling in surgical aid. When 
the surgeon was called in, the man had symp- 
toms of obstruction and abdominal peritonitis and 
still no external spmptoms. On examination he 
found a mass there. He operated and when he 
went into the abdomen he found there was a 
puncture of the intestine. Several inches of the 
intestine was already gangrenous and the result 
was this patient died. It cost the railroad a con- 
siderable amount of money, all because of the 
lack of early diagnosis of this internal traumatic 
injury of the abdomen. 

Dr. L. E. Burch, Nashville, Tenn.—Dr. Ranso- 
hoff brought out three points in making diagnosis: 
—_ localized tenderness and rigidity. I should 
ike to add another that, in my opinion, takes 
precedence over the other three: a careful history 
of the case. 

The blood count, in the great majority of 
cases, is of great value, in others it is of no 
value. Occasionally one sees a low blood count 
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with a virulent infection. It is quite easy, in the 
early stages of pneumonia, to mistake it for ap- 
pendicitis, for the reason that the physical signs 
are not present. A pneumonia due to the pneu- 
mococcus in the first twenty-four hours will give 
a blood count over thirty thousand. You will 
rarely in acute appendicitis get a blood count 
over thirty thousand in the first twenty-four 
hours. I have used the blood count in the army 
in many cases in making a differential diagnosis 
between pneumococcus pneumonia and appendi- 
citis and consider it of great value. 


Dr. E. T. Newell, Chattanooga, Tenn.—I should 
like to add one more symptom to the class of 
symptoms that Dr. Ransohoff brought out, and 
which were elaborated on by Dr. Burch: that is 
pain followed by nausea. You will find this in 
every case. This was called to our attention by 
Dr. Murphy, of all the symptoms to which you 
can tie. You will find in all acute appendices, or 
nearly all of them, that the nausea follows the 
ain. Now in regard to the blood count, as Dr. 
urch says, an extremely high leucocyte count in 
pneumonia is very characteristic. I should like 
to report a railroad case in discussing this paper. 
A man had a fracture of the pelvis and was 
brought in with many minor injuries to other 
parts of his bodv and was in an extreme condi- 
tion of shock. The other man who was riding 
with him at the time he was hit by the train was 
killed outright. He was almost moribund. He 
required a great deal of morphin to relieve his 
pain and voided some bloody urine. That night 
and the next morning he had to have two or 
three additional hynodermics of morphin, show- 
ing that he was suffering great pain. He was 
eto: on the Allen stretcher as soon as he was 
rought to the sanitarium and should not have 
suffered greatly. In the treatment of cases of 
fracture of the pelvis, I think that the Allen 
stretcher is one of the best aids. Of course, we 
did not manipulate the fracture at all, or at any 
rate very little, for fear of the fragments cutting 
deeper into the bladder or into the abdominal vis- 
cera. But when we found that the condition was 
growing worse and at the end of. twenty-four 
hours he was almost moribund, with a hard board- 
like abdomen, such as we have in duodenal and 
stomach ulcers which have ruptured, we opened 
the abdomen and found thataspicule of bone of the 
transverse ramus of the os pubes had punctured 
the bladder and the abdomen was full of urine 
and blood. This case was one in which we had 
complications, and it was one of those extreme 
cases Dr. Ransohoff mentioned in the first ~art 
of his paper, where it was hardly worth while to 
go into the case. We introduced a drain in the 
intestines, one in the abdomen and one in the 
bladder. The man recovered. Later we closed 
the intestines and bladder, but failed in the blad- 
der closure at that time, as the patient pulled 
his urethral catheter out and the bladder sutures 
gave way. Later on we went back and closed the 
bladder successfully. The fracture of the os 
pubes united firmly. The patient is now back at 
work and doing well. I merely mention this case 
for it was an acute abdomen which hardly seemed 
worth undertaking, which recovered. 

Dr. R. B. James, Danville, Va.—The subject of 
abdominal injuries, tho not covered by the paper 
under discussion, is such an important matter to 
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railroad surgeons that I shall tell you of an ex- 
erience I had lately. Recently I read in the 
nternational Journal of Surgery an article in 
which the writer emphasized the danger in which 
appeared to be slight abdominal injuries. Cases 
that showed no shock or pain may prove fatal in 
a few days. Death may be caused by ruptured 
blood vessels or internal viscera, which show no 
symptom at the time but develop peritonitis or 
shock when it is too late to interfere. I had this 
paper in mind when called the other day to see 
a saw mill man struck an hour before in the side 
of the abdomen by a piece of flying timber. He 
had no symptoms to suggest internal injury. Pulse 
and respiration were normal. There was no pain, 
no shock, and the expression on the face was 
normal. Having this article in mind I spent an 
hour observing the — He did not complain 
of any discomfort but vomited the food he had 
eaten several hours before. There was an abras- 
ion on his side over the spleen and left kidney. 
Seeing the size of the piece of timber that struck 
him I thought it probable that he had internal 
injuries, and advised an exploratory incision. 
The patient readily consented. I sent him to the 
hospital and opened the abdomen four hours after 
the accident 


In the operating room were other doctors who 
said it was useless to open him up, that with no 
symptom there could be no serious internal in- 
jury. I told them if they had seen the piece of 
timber that struck him they would not be so sure. 
I found the abdomen full of blood. The spleen 
was ruptured and bleeding furiously, necessitat- 
in its removal. The patient made an uneventful 
recovery and seems to be well today. The gentle- 
man who has just spoken seemed to think that a 
surgeon could make a diagnosis in these cases 
with more certainty than a medical man. In 
many of these cases no man could make a diag- 
nosis. There are no symptoms on which to han 
his diagnostic hat, so to speak. You look paren. 
and see what has happened, what caused the in- 
jury and then decide, remembering in case of 
doubt that it is safer to open up and see. 


Dr. J. S. Turberville, Century, Fla.—I think it 
well to review what Dr. Murphy had to say as to 
the appearance of the symptoms. He mentioned 
the following points upon which to make a diag- 
nosis of acute appendicitis. This applies to all 
inflammatory abdominal conditions: pain, nausea 
and vomiting; nausea or vomiting; increased 
pulse rate; rising temperature; localized tender- 
ness; and rigidity. Now, the exceptions are quite 
a few where you don’t have those. Occasionally 
you will find tenderness without rigidity. Occa- 
sionally you will find rigidity all over the abdo- 
men. I think we can explain why we don’t have 
blood count symptoms. It doesn’t matter whether 
it is streptococcus or what kind. The inflamma- 
tion is so violent that it chokes out the circula- 
tion. Then you don’t have fever, you don’t have 
leucocytosis, and you don’t have any increased 
pulse rate, and you may not have so much pain 
because the appendix is dead. This is a very 
dangerous condition. Bearing that in mind, after 
you have gone through Dr. Murphy’s symptoms 
as they appear, there is one point always to re- 
member, that you won’t always have fever, and 
you may not have rigidity. 
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APOPLEXY OF THE PLACENTA* 


By M. PIERCE RUCKER, M.D., 
Richmond, Va. 


Solid areas in the placenta have engaged 
the attention of obstetricians and pathol- 
ogists for a number of years. There have 
been many theories advanced as to their 
causation and many terms applied to the 
condition, such as placentitis, scirrhus, 
atrophy, hepatization, apoplexy, phthisis, 
fatty and fibrofatty denegeration of the 
placenta. Their macroscopic appearance 
naturally suggests the name placental in- 
farcts, as they look like the familiar em- 
bolic processes found in the spleen and 
other organs. This terminology, however, 
is criticised by G. Schickele' and others on 
the ground that the cause of these areas 
is not embolism, but an arteritis, as was 
first shown by Ackermann in 1882. Wil- 
liams* has made a very exhaustive study 
of the subject, based upon the microscopic 
examination of 500 consecutive placentae. 
His classification of placental infarcts is 
as follows: 

1. Small whitish, or yellowish, fibrous areas 
either on the fetal or maternal surface, rarely 
more than a few millimeters in thickness. 

2. Wedge-shaped or irregularly round, dull 
white areas with a striated fibrinous appearance, 
sharply circumscribed. 

3. One or more whole cotyledons converted into 
a pale, white, dense fibrous mass. ‘ 

4. “Placenta marginata” and “margo placen- 
tae.” 

5. Pink or brick dust colored masses, usually 
large. 

6. Bright red or almost black round masses, 
sharply circumscribed by a whitish fibrous cap- 
sule. These masses are composed almost sutieaty 
of blood (apoplexy of the placenta). 

The first five classes are caused by an 
endarteritis of the vessels in the villi. 
This causes a coagulation necrosis and 
fibrin formation in the tissue just beneath 
the syncytium. The fibrin formation ex- 
tends in either direction into the deeper 
portions of the villi and into the intervillus 
blood. When this change takes place in 
contiguous villi, the intervening maternal 
blood undergoes coagulation and the villi 
become fused into a compact mass by 
the fibrin. The color of the mass de- 
pends somewhat upon the rapidity and the 


*Read in Section on Obstetrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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The sixth class is 


age of the process. 
much rarer, and Williams has not met it 
often enough to form any conclusion as 
to its etiology. Several theories have been 
suggested. One is that for some reason a 
hemorrhage takes place into a previously 


formed infarct. As the infarct is largely 
composed of blood in the intervillus spaces, 
and the intervillus spaces are in reality 
blood vessels, this is equivalent to saying’ 
that a hemorrhage takes place into a blood 
vessel, which is an anomaly. Schilling has 
suggested that the red infarcts are in some 
instances, at least, due to a thrombosis 
that originates in the maternal vessels of 
the decidua and then gradually spreads 

into the intervillus spaces. Whatever the 

etiology may be, there seems to be an espe- 

cial relationship of red infarcts to albu- 

minuria in the mother on the one hand, 

and to death of the infant on the other 

hand. A number of French observers 

called attention to this relationship many 

years ago. Rouhaud, in 1882, noted that 

40 per cent of the cases with albuminuria 

had red infarcts of the placenta, and that 

40 per cent of the cases with red infarcts 

had dead infants. 

Williams’ conclusions cover the question 
of placental infarcts so thoroughly that I 
give them in toto: 

1. Infarcts measuring at least 1 cm. in diame- 
ter were seen in 63 per cent of his cases. 

2. Smaller infarcts, many just visible to the 
naked eye, were observed in the great majority 
of placentae, while microscopic examination re- 


vealed early stages of infarct formation in every 
full term placenta. 

3. The primary cause, in a great majority of 
the cases, is endarteritis of the vessels of the 
chorionic villi. 

4, The primary result of endarteritis is coagu- 
lation necrosis of the portions of the villi just 
beneath the syncytium with subsequent formation 
of canalized fibrin, which is followed by coagula- 
tion of the intervillus blood and matting together 
of adjacent villi. 

5. The part played by the decidua in the pro- 
duction of infarcts has been greatly over-esti- 
mated. 

6. Moderate degrees of infarction possess no 
pathological significance and exert no influence 
upon mother or child and are to be regarded as a 
mark of senility of the placenta. 


7. Marked infarct formation is not infre- 
quently observed and often results in the death 
or the imperfect development of the fetus. It is 
usually associated with albuminuria on the part 
of the mother, though at present we can not 
account satisfactorily for the relationship be- 
tween them. 
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8. Infarction formation is not particularly 
marked in cases of acute eclampsia, being usually 
observed only in those cases which are preceded by 
marked albuminuria. 

9. There is no evidence in favor of the bacterial 
origin of infarcts. 


There is very little in the literature con- 
cerning the clinical aspects of placental 
infarction. DeLee, in his text book, says: 


“Clinically, infarcts can not be diagnosed, but 
their existence can be expected in cases of ne- 
phritis, heart disease, syphilis, endometritis, and 
when they were present in previous pregnan- 
cies. Mention has been made of the fact that 
those infarcts which take in one or several cotyle- 
dons may reduce the oxygenating area of the 
fetus and also the nutritional functions of the 
placenta, so that the child is puny or _ even 
starved to death. Cognizance is taken of this 
fact in deciding on the induction of premature 
labor in nephritis. Extensive infarct formation 
is often associated with adherent membranes and 
the retention in the uterus of masses of thick 
decidua, which often gives rise to annoying oozing 
after the third stage of labor, and even severe 
post-partum hemorrhage.” 


William C. Danforth® reports a case of 
marked placental infarction in a II-gra- 
vida. 


The patient in the latter half of her pregnancy 
had a rising blood pressure (up to 160) with 
marked albuminuria. Her symptoms disappeared 
upon restricted diet and rest in bed. In several 
weeks the albumen reappeared in the urine and 

rsisted until delivery. The patient went into 
abor shortly before term and was delivered of a 
two and 14/16 pound baby that was perfectly 
formed. The child died in eighteen hours. Only 
about one-third of the mage was functioning, 
the remainder being taken up by infarcts. The 
author thinks that the small weight of the baby 
was due to the decreased blood supply. The 
uterus just before delivery reached about to the 
umbilicus, where it had remained for months 
without any evidence of growth. There was no 
edema of the mother. 


I have recently had a case very similar 
to Danforth’s. 


This patient was 27 years of age and pregnant 
for the first time. She consulted me first on Feb- 
ruary 21. She menstruated last on January 3 to 
8 and had been greatly nauseated for a week. 
Her heart and lungs were normal. Systolic blood 
pressure 110, diastolic 80. Blood Wassermann 
was negative. Hemoglobin was 76 per cent. The 
pelvis was normal. The uterus was softened and 
retroverted. For the next four weeks her nausea 
was very troublesome. The latter part of March 
her nausea was much better, but she was having 
headaches frequently. For a few days in the 
early part of May she had a severe cold, with 
sore throat and general aching. On June 24 she 
complained of a numbness in her arms that woke 
her up at night. On June 27 she complained 


bitterly of a pain in the right arm and thumb. 
This persisted until the first as of August. Her 
teeth were x-rayed and foun 


to be normal. Ex- 
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cept for these evidences of toxemia of undiscov- 
erable origin, the patient had a normal pregnancy 
until September. Her urine had invariably been 
negative and her blood pressure varied from 100 
to 110 systolic and from 60 to 80 diastolic. On 
September 5, a month before her expected con- 
finement, I examined her with the idea of check- 
ing up the time for confinement. I was greatly 
surprised to find that her Ahlfeld was only 21 
em. and her McDonald 24 cm. The position was 
R. S. A. Fetal heart was 155. The blood pres- 
sure on that date was 110-80 and the urine was. 
free from albumen and sugar. The patient was 
feeling well and had no headache nor edema. 
Her bowels were regular. Her only complaint 
was a slight backache. On September 19 she was 
having a dull headache and a generalized pain in 
the abdomen. The face looked a little pasty. 
Blood pressure was 140-90. The urine showed a 
large amount of albumin, but no casts. Her diet 
was restricted to bread and water and she was 
put upon cream of tartar lemonade. The next 
day the face was greatly swollen. Blood pressure 
was 155-100. The urine curdled on boiling. 

Induction of labor was advised, to which the 
patient readily consented. A No. 2 Voorhees bag 
was placed in the cervix and left overnight. The 
patient began having pains early in the morning. 
At 10 a. m. the bag was removed and a No. 4 bag 
introduced. This was out of the cervix in an 
hour and was removed. The bag of waters broke 
in the afternoon and it was noted then that the 
cervix was hard and unyielding. A little after 
midnight the fetal heart had become irregular 
and slower. The cervix was two-thirds dilated. 
The patient was etherized and the dilatation was 
completed manually. An easy delivery with for- 
ceps was effected. The child, a girl, was resus- 
citated with a lung motor, but died on the day 
of delivery. She weighed 3 pounds and measured 
41 cm. 

The placenta was adherent, and after an hour 
and a half it was delivered manually and in frag- 
ments. It was pale pink in color, but was in so 
many fragments that I was unable to tell whether 
or not there was any marked infarction. 

The mother made an uneventful recovery. Her 
highest temperature was 100° on the third day. 
She left the hospital on the eighth day. Exam- 
ination on the twenty-fifth day showed her to be 
normal except for a liver that was palpable in 
the mid-clavicular line. Her emanate was 84 
per cent and. her urine free from albumin and 
sugar. Her blood pressure was 130-90. 

The retardation of fetal growth in this case, 
together with the rising blood pressure and the 
suddenly appearing albuminuria, are very sug- 
gestive of marked placental infarction, but on 
account of the unfortunate complication that re- 
quired the delivery of the placenta in fragments, 
I was unable to demonstrate the infarction and 
therefore can not include this case in my series. 


Reid and Costa‘ report a case of prema- 
ture labor, the second the patient had had, 
in which the infant was dead and the pla- 
centa showed white infarcts. The labor 
was slow and accompanied by slight con- 
vulsions. The urine contained a consider- 
able quantity of albumin. Reid has seen 


— 
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quite a few cases in which healthy women 
gave birth to children dead two, three, four 
or more days before birth —children in 
whom nutrition was apparently perfect— 
the cause of death being unknown and la- 
bor rather premature. He believed that 
syphilis had nothing to do with these cases, 
but that rheumatism was a causative fac- 
tor. Coats, in discussing the placenta, 
said that there were peculiar white wedge- 
shaped consolidations suggesting in ap- 
pearance the well-known embolic infarc- 
tion of the kidneys and spleen, and there- 
fore the condition is naturally called 
“white infarction of the placenta.” In some 
cases the infarction was not white, but red 
and suggested hemorrhage. In others the 
central parts were slightly softened as if 
subsequent change were occurring in the 
tissue. He believes the’ lesions arise on 
the maternal side of the placenta. 

In the past three years there have oc- 
curred in my practice six cases in which 
there were large red infarcts. These pa- 
tients have presented a symptomatology 
definite enough, it seems to me, for the 
condition to be recognized clinically. 


REPORT OF CASES 

Case 1.—Clinical summary: marked albuminuria 
with a few casts; a sudden rise in blood pressure; 
edema of the feet and face; no subjective symp- 
toms; premature labor with ante-partum hemor- 
rhage; still born infant; a large red infarct occu- 
pying two-thirds of the’ placenta. 

Mrs. N., age 32 years, weight 119 pounds, 
height 5 feet 4 inches. She had been pregnant 
once previously and aborted at three months. 
Her family history and past history were nega- 
tive. She menstruated last from November 15 
to 20, 1916, and consulted me first on May 16. 
At that time her blood pressure was 130 systolic, 
90 diastolic. Her heart and lungs were normal. 
Pelvis was normal. She had an abdominal tumor 
that corresponded in size and shape to a twenty- 
four weeks pregnant uterus. The urine was free 
from albumin and sugar. 

On June 5 her urine contained abundant albu- 
min and a few casts. Specific gravity was 1028. 
The next day I called upon the patient to report 
on the urine and to put her to bed on a water 
diet. I found her perfectly comfortable. Her 
face was greatly swollen and her blood pressure 


was 195-115. The fetal heart could not be heard. 


Two hours later she began to have pains in the 
abdomen and some bleeding from the vagina. 
The pains became more severe. The child was 
peel by the breech. Duration of labor, 8 
hours and 40 minutes. Perineum was intact. No 
anesthetic used. The third stage lasted 25 min- 
utes and there were no complications. Blood pres- 


sure at the end of the third stage of labor was 
200-140. The child was still born. 
34 cm. 


He measured 
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The placenta showed a dark red infarct that 
occupied two-thirds of its area. The infarct 
measured 6x9x4 cm. and was composed princi- 
pally of firm organized blood clot. There was a 
marked contrast in the thickness of the infarct 
and that of the adjacent portion of the placenta, 
which was only about 1 cm. in thickness. 


The mother made an uneventful recovery. In 
October, 1919, she had a placenta previa, twins, 
and premature delivery. I had her under ob- 
servation for two weeks before this confinement, 
and during that time she suffered from headache, 
albuminuria, edema and high blood pressure 
ranging from 160 to 190. Her Wassermann was 
negative. The placenta on this occasion was a 
single one_and it contained many small white 
infarcts. In December this patient was suffering 
from headache and constipation. Her blood pres- 
sure was 140 systolic, 90 diastolic. 

Case 2.—Clinical summary: marked albumin- 
uria, a high blood pressure that continued to rise 
in spite of rest in bed, bread and water diet and 
saline purgation; no edema, no eye symptoms, no 
subjective symptoms save headache, pain in epi- 
gastrium and nausea for 24 hours three days be- 
fore delivery. Partial separation of the placenta, 

remature infant that died on the second day, 

arge red infarct occupying one-third of the area 
of the placenta. 

Miss C., aged 19 years, weight 146 pounds, 
pregnant for the first time. Family history and 
past history negative. She menstruated last Sep- 
tember 3, 1918. Patient consulted me first on 
May 26. Her blood pressure was 150-110; Was- 
sermann negative. ere was a systolic murmur 
at the apex. The lungs were apparently clear 
front and back. Pelvis was normal. Urine was 
acid, 1020, no sugar, large trace of albumin. On 
June 4 the urine was loaded with albumin. The 
patient was complaining of headache, pain in the 
epigastrium and nausea. She was put to bed on 
a bread and water diet. The next day her blood 
pressure was 180. She began to have pains June 
7. The pains were irregular. The first stage 
lasted 17 hours. A’ Potter version was done. 
When the head was disengaged a quantity of 
bloody fluid escaped. On introducing the hand 
into the uterus it was noted that the placenta was 
implanted low down upon the right side and was 
partially detached. The perineum was not torn. 
Anesthetic was ether. The baby was resuscitated 
after 45 minutes, but died on the second day. 
She weighed 4 pounds and measured 44.5 cm. 
The third stage of labor was normal. Blood pres- 
sure at the end of an hour was 130-90. 

The placenta showed a large red infarct occu- 
pying the entire thickness of the placenta and 
about one-third the size of the placenta. The 
mother made an uneventful recovery. 

Case 3.—Clinical summary: rising blood pres- 
sure with subsequently appearing albuminuria. 
No subjective symptoms. Induction of labor after 
some delay in getting patient’s consent. Mace- 
rated infant, several large red infarcts, one of 
which had a grey necrotic center. 

Mrs. W., age 29 years, weight 156 pounds, 
pregnant for the first time. A maternal uncle 
and aunt died of tuberculosis, but there had been 
no house exposure for the patient. The patient 
had so as a great deal with her throat until 
several years ago, when she had a tonsillectomy. 
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She menstruated last on July 8 to 12 (1919) and 
consulted me February 13. At that time she had 
mucous rales at the base of the left lung. Heart 
was normal. Blood pressure 135-90; Wassermann 
negative. Urine acid, 1020; no albumin, no sugar. 
Pelvis was normal. She had a thick purulent dis- 
charge from the cervix that showed diphtheroid 
bacilli. 

On February 20 the urine was normal and blood 
pressure was 130-90. On March 5 she complained 
of frequent headaches. Blood pressure was 140- 
120. There was no edema. The patient was 
put upon a meat- and broth-free diet and on 
March 12 was free from headaches. Urine was 
negative. Blood pressure was 140-100. On 
March 20 the patient was listless and had pains 
in the abdomen. She had no headache. Blood 
pressure 150-100. Urine showed a quantity of 
albumin. On March 23 and 24 the urine was 
practically free from albumin. On March 28 it 
was noted that the patient was having several 
bowel movements from the salts that she took 
each morning. Blood pressure 150-100. The 
urine showed only a trace of albumin. From 
this time until the patient consented to operation 
she was kept on a strict bread and water diet. 
She was seen daily. The blood pressure varied 
from 140 to 155 systolic and from 100 to 115 
diastolic. The urine showed only a slight trace 
of albumin. On April 6, after a preliminary dose 
of morphin and scopolamin, a No. 4 Voorhees 
bag was introduced. The pains started up in sev- 
eral hours and lasted about four hours. As soon 
as the bag escaped from the cervix the pains 
stopped and the patient was delivered by Potter’s 
version. The perineum was intact. Anesthesia 
was chloroform. The child was macerated. Its 
weight and length were not recorded. The trunk 
measured 34 cm. The third stage of labor was 
norma] and lasted 10 minutes. 

The placenta showed several large red infarcts, 
one of which had a grayish center. The puer- 
perium was normal. Autopsy on the baby showed 
nothing except in the liver, where there was con- 
siderable degeneration. 

Case 4.—Clinical summary: sudden rise in blood 
pressure uninfluenced by diet and rest. No 
albuminuria. No subjective symptoms, induction 
of labor, live baby. Several white infarcts and 
a large central infarct filled with clotted blood. 

Mrs. L., aged 22, weight 98 pounds, height 5 
feet 6 inches, pregnant for the second time. Her 
first pregnancy resulted in a five months’ abor- 
tion. She menstruated last September 9 to 14, 
1919, and consulted me first on December 16. 
Her family history and past history was unim- 
portant. Heart and lungs were negative. Blood 
pressure 118-60. Wassermann negative. Pelvis 
normal. The patient came to the office twice each 
month, and during that time she was free from 
headache, constipation and edema. Her blood 
pressure did not go above 130 and her urine was 
free from albumin. On May 4 it was noted that 
her face and feet were a little swollen and that 
her blood pressure was 175-110. Her bowels were 
regular and she had no headache. Urine was 
acid, 1020; no sugar; slight trace of albumin. 
Her diet was to consist of bread, water, rice and 
potatoes. On May 6 she had headache and was 
unable to see well, but the next day she felt well, 
no headache, no impairment of eyesight. Her 
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face had lost its waxy appearance. Patient was 
seen daily until she was delivered. She continued 
to feel well, although the pressure remained up, 
from 155 to 160 systolic and 100 to 110 diastolic). 
On May 14 labor was induced with a No. 4 bag. 
When the bag was placed the position of the fetus 
was R. O. A., but when the bag came out a foot 
appeared at the vulva. The patient was delivered 
by Dr. Harrison in my absence, and he was so 
interested in the appearance of the placenta that 
he demonstrated it to the patient’s mother with- 
out knowing that I had diagnosed the condition 
previously. Perineum was intact. Anesthesia, 
chloroform. Third stage of labor normal. Blood 
pressure at the end of an hour 145-90. The child 
required very little resuscitation. He weighed 5 
pounds and measured 47 cm. 

The placenta showed several white infarcts and 
a large central red infarct filled with clotted 
blood. Both mother and child made an unevent- 
ful recovery. 

Case 5.—Clinical summary: admitted with high 
blood pressure. She went into labor almost upon 
arrival at hospital and no urinary examination 
was made, no subjective symptoms, antepartum 
hemorrhage, spontaneous delivery, macerated fe- 
tus. Several large pink infarcts, two of which 
had necrotic centers, and a third was filled with 
blood clot. 

Miss S., age 27 years, pregnant for the first 
tinfe. She menstruated last January 4-11, 1920. 
She came into the Spring Street Home August 30 
and went into labor that night. Her heart and 
lungs were negative. Blood pressure 205-140. She 
had moderate and regular pains and delivered 
herself spontaneously after 20 hours of labor. 
There was a first degree tear of the perineum. 
No anesthetic. The third stage of labor was nor- 
mal. Blood pressure after the completion of 
labor was 180-120. The child was macerated. 
He measured 42 cm. 

The placenta (see illustration) was almost 
completely filled with large pink infarcts. Two 
of these infarcts have broken down necrotic cen- 
ters, while a third is filled with clotted blood. 
The mother made an excellent recovery. 

Case 6.—Clinical summary: rising blood pres- 
sure, no albuminuria, no subjective symptoms, 
save an occasional headache, no edema, spon- 
taneous labor a week ahead of her expected time 
for confinement, living child, two large white 
infarcts and one large red infarct. 

Mrs. M., age 25 years, weight 127 pounds, preg- 
nant for the first time. Family history and past 
history unimportant. Menstruated last February 
3 to 7, 1920. Patient consulted me first April 23. 
Heart sounds were clear except for irregular 
rhythm. Lungs were clear. assermann nega- 
tive. Pelvis was normal. Blood pressure 110-80. 
Urine contained no albumin nor sugar. On May 
7 patient was feeling well, and had gotten over 
her nausea. Blood pressure was 140-75. No 
headache, no edema, bowels regular, urine nor- 
mal. On May 21 patient had occasional head- 
ache and pains in the hips. The pulse was irreg- 
ular. Blood pressure 180-80. Urine was normal. 
From this time until August 13 the blood pres- 
sure and urinary findings remained normal. She 
felt well except for a little sore throat about the 
middle of July. On August 13 patient felt badly 
and had black spots before the eyes. No head- 
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ache; bowels were regular. Blood pressure 110-80. 
Urine was free from albumin and sugar. The 
patient stopped coming to the office. On October 
29 I called on her to see how she was getting 
aleng. She was feeling well and was free from 
headache. Her blood pressure was 150. The 
urine contained no albumin nor sugar. She went 
into labor November 1, had a slow, tedious time, 
and was delivered with forceps as soon as the 
cervix was dilated. There was a very slight 
tear. Anesthetic, chloroform. Third stage of la- 
bor was normal. The child breathed spontan- 
eously. She weighed 7 pounds and measured 
51 cm. 

The placenta showed two white infarcts 4 cm. 
in diameter and one red infarct 6 cm. in diame- 
ter. The red infarct was distinctly thicker than 
the remainder of the placenta. Both mother and 
child did well. 


Each of these cases had one or more red 
infarcts that occupied a considerable por- 
tion of the placenta. The color was dark 
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so that they appear as mere shadows in a 
more or less uniform field of canalized 
fibrin. In addition, there is a quantity of 
free blood depending upon just what 
part of the infarct you take the section. 
While it is not my province in this paper, 
being chiefly concerned with the clinical 
aspects of the question and being deeply 
conscious that the limited material at my 
disposal precludes drawing any definite 
conclusion, to discuss the etiology of this 
condition, I can but be impressed with 
the association of large white infarcts in 
some placentae and of firm and degenerat- 
ing ones in others. I feel that it is very 
likely that a more extended study will show 
that the white and red infarcts have the 
same etiology and that degeneration in the 
center of the larger ones is 


followed by hemorrhage that 
sometimes makes its way be- 
tween the placenta and its at- 
tachment, causing a prema- 
ture separation of that organ. 
According to Holmes,® in his 
thesis on “Ablatio Placentae,” 

“Rokitansky described placentae 
which had inflammatory deposits 
in the lobules with indication of 
placentary — from extra- 
vasations of blood. He held that 


apoplexies could be intra- or retro- 
placental,” 


SYMPTOMATOLOGY 


The most characteristic 
sign was a symptomless and 
rather sudden rise in blood 
pressure that resisted al] 
treatment. This was asso- 
ciated with albuminuria in 
three instances. In two cases 


Placenta of Case 5, almost completely filled with large infarcts, two of 
which have broken down necrotic centers, and a third is filled with 


clotted blood. 


red in five of the cases and pink in one. 
In two instances white infarcts were also 
present. In two of the cases there was 
necrosis in the center of the infarcts. In 
four instances the infarct was composed 
largely of clotted blood. In three cases 
there was evidence of a partial premature 
separation of the placenta. 
Microscopically the red infarct has the 
Same appearance as the infarcts described 
and pictured by Williams, i. e., an oblitera- 
tive endarteritis with necrosis of the villi 


the urine remained practically 
free from albumin throughout 
pregnancy, and in one case no 
urine examination was made. Edema was 
noted in two instances. Next to the rise 
in blood pressure, the most characteristic 
thing about these patients was the ab- 
sence of subjective symptoms. The symp- 
toms that one would expect with high 
blood pressure, headache, disturbances of 
vision, nausea and epigastric pain, were 
rarely noted, and when present were very 
transitory. One patient complained of 
listlessness and vague abdominal pain. In 
the first case no blood test was made in her 
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second pregnancy, but at her subsequent 
pregnancy her Wassermann was negative. 
The remaining five cases had negative 
Wassermanns on their first visit. 


DIAGNOSIS 


The diagnosis was made correctly in 
two instances, cases 3 and 4, and in each 
instance induction of labor was advised in 
the interest of the child. In Case 3 this 
was refused until after the death of the 
fetus, but in Case 4 my advice was ac- 
cepted with happy results. Case 5 was in 
labor when I first saw her and I had no 
opportunity of diagnosing the condition. 
In Case 6 the condition was suspected, but 
I had not been able to follow the case 
closely enough to feel certain of my diag- 
nosis. The only case in which I made the 
diagnosis of apoplexy of the placenta and 
was not able to demonstrate the large red 
infarcts, was the case cited above with re- 
tained placenta. Clinically, this was very 
suggestive of marked placental infarction, 
but unfortunately the afterbirth was in 
such a bad condition that I was unable to 
come to any definite conclusion concern- 
ing it. 

CONCLUSIONS 


1. The term apoplexy of the placenta 
would seem appropriate, first, on account 
of the hemorrhage usually present in-these 
infarcts; and, secondly, on account of the 
rather sudden appearance of the clinical 
signs. 

2. The association of large white and 
red infarcts in the same placenta, the 
presence of necrotic areas in the center 
of many of the infarcts, and finally the 
presence of clotted blood in many of these 
infarcts with signs of premature separa- 
tion of the placenta suggests that this may 
be the sequence of events in certain cases 
of ablatio placentae. 

3. This condition presents a definite 
symptomatology that makes it possible to 
recognize it by carefully observing the 
patient in the latter part of her pregnancy. 
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DISCUSSION 


Dr. G. Bentley Byrd, Norfolk, Va.—Most of the 
literature on this subject seems to have dealt 
largely with the pathological rather than the 
clinical findings. here also seems to be still a 
difference of opinion as to their formation. 
Tweedy in his practical obstetrics (4th edition) 
states that white infarcts occur quite frequently 
but are of no clinical significance unless of suf- 
ficient size to interfere with nutrition of the 
child. However, pink or red infarcts, though 
found more rarely, are particularly noted in pa- 
tients with albuminuria and in still-born cases. 
Morse, in the American Journal of Obstetrics 
(1919), states that he has produced experiment- 
ally in the rabbit the premature separation of 
the placenta by ligating the veins of one horn 
of the bicornuate uterus, and that the lesions re- 
sulting are identical with those in women with 
premature separation of the placenta. He has 
reached the conclusion that premature separa- 
tion depends upon some obstruction to the uterine 
circulation. 

' As you probably remember, Myer and Lohse, 
in 1912, described certain cavities in the placenta 
which vary in form and are always empty. 
These cavities are of importance clinically, for in 
case there is open communication with the sur- 
face of the decidua, they may give rise to the 
erroneous impression that a part of the expelled 
lacenta is lacking. They are of interest also 
ecause they may be related to the so-called white 
placental infarcts. They also found other cavities 
which were filled with a mucous substenance, 
and which, unlike the empty cavities, were in 
communication with the decidual surface. The 
filled cavities were filled with a thick membrane 
composed of layers of different cells, while the 
empty cavities were covered by a homogenous 
substance in which no cells were found. There 
were two hundred placentas examined and empty 
cavities were found in twenty-seven, cavities filled 
with mucus in twenty-eight, and both types of 
cavities in seven; or, in other words, 24 per 
cent of the placentas showed cavities. Along this 
same line Kuehnel noticed that the empty cavi- 
ties are always intra-cotyledonous. He, there- 
fore, classifies them according to their loca- 
tion. He is of the opinion that the red infarcts 
described by Williams are in reality hemorrhages 
into the preformed empty cavities. Very recent 
microscopic examinations demonstrate that such 
hemorrhagic apoplexies into empty cavities have 
three zones: first, a central zone formed exclu- 
sive of red blood cells; second, a fibrinous re- 
ticulum around the central zone; and third, an 
external zone of degenerated villi with strongly 
dilated vessels, some of which have ruptured. 
While the author states that placenta infarcts 
may form around the hemorrhagic apoplexies, he 
does not believe that they ordinarily form that 
way. His reason for this opinion is that while 
white infarcts are found in placentae of every 
age, he was unable to discover any irregular 
cavities in twenty very young placentae, nor any 
remains of such cavities in white infarcts found 
in old placentae. I can recall several cases that 
have occurred in our practice that seem to bear 
out clinically somewhat the findings of Dr. 
Rucker, though I must confess the diagnosis of 
placental infarcts was not made, but rather they 
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were classified as toxemia of pregnancy. If you 
will bear with me I shall give you a brief sum- 
mary of one or two of these cases: 


Mrs. H., age 22, had a negative family and past history 
except one previous pregnancy. Thought she had some “kid- 
ney trouble’ at that time. She went to term and had a 
normal labor with a still-born child. She reported to me 
May 4, 1920. Her physical examination, including blood, 
Wassermann, urine and blood pressure, was normal. Two 
weeks later she had a case of albuminuria; her blood pres- 
sure was 120. On May 28 the urine was normal, blood pres- 
sure 125-70. At this time she complained of some “‘indiges- 
tion.” She continued to report to me weekly until July 15, 
during which time she seemed to be doing very well. One 
week later there was some edema of the feet and ankles, 
with a faint trace of albumin in the urine, but no casts. 
Her blood pressure was 140-90. A renal functional test 
was done at that time and the findings were 35 per cent the 
first hour and 30 per cent the second hour. Her labor be- 
gan two days later at 4 p. m. and she was delivered within 
three hours. The child was still-born. There was a large 
red infarct occupying about one-third placentae. I should 
have stated that the fetal heart was heard distinctly the 
day preceding the labor. 

Mrs. S., age 42, had a negative family history. Past his- 
tory showed that she had never been sick. She had had one 
pregnancy nine years previously and it resulted in a normal 
birth. She reported for observation August 5, 1920. Ex- 
pected date of confinement, November 11, 1920. Her condi- 
tion was normal until October 1, at which date her blood 
pressure was 150-105. The urine was normal at that time, 
although there was slight edema of the lower extremities. 
On October 4 she had a severe headache, which was re- 
lieved by two five-grain doses of aspirin. On October 9 
there was considerable albumin in the urine, but no casts. 
Her blood pressure was 160 systolic. She was sent to the 
hospital for observation. ’Phthalein test showed 31 per 
cent in three hours. There was some acetone in the urine, 
but the microscopic examination was negative. On October 
11 her blood pressure was 160 systolic. The urinary findings 
had not changed. However, she insisted that she did not 
feel badly. On October 18 she developed some nausea, her 


headache reappeared, and her blood pressure was 170-118. ° 


The fetal heart sound was not so forceful as on previous 
days. The induction of labor was advised, to which the 
patient and her family agreed. A Voorhees bag was in- 
serted under nitrous-oxid-oxygen anesthesia. The bag was 
expelled at 7 p. m. and a living male child was delivered at 
11 p. m. The birth weight was four pounds eight and one- 
half ounces and it is doing well at the present time. The 
mother is doing well except for a faint trace of albumin 
and is consequently still under observation. The placenta in 
this case showed a dark red infarct about two inches in 
diameter situated near the center of the organ. 

Dr. Rucker’s paper seems to be a very timely 
one and should impress upon us the fact that pla- 
cental infarcts occur very much more frequently 


than is usually supposed. 

_ Dr. Otto H. Schwarz, St. Louis, Mo.—The ob- 
literative endarteritis of the placental vessels is 
given as the primary lesion concerned in the 
formation of white infarcts. Recently in study- 
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ing several cases of missed abortion, in which 
cases there were found obstructive lesions in the 
cords in the form of true knots and twists, there 
was definite infarct formation in the placentas 
of each of these cases. In some the entire pla- 
centa showed a picture analagous to white in- 
farct formation. With complete obstruction of 
the cord, the entire placenta appeared as a 
white infarct. In ordinary white infarcts of the 
placenta, the degree of infarction might depend 
upon the number and size of the vessels which be- 
come obstructed in some manner, and_ subse- 
quently become obliterated. 


Dr. J. R. Garber, Birmingham, Ala.—I should 
like to ask the essayist if he has ever observed the 
occurrence of uterine contractions, over a long 
period of time, in cases of abruptio placenta? I 
recall two cases. In both instances the patient 
was a graduate nurse and the wife of a physi- 
cian. Very definite uterine contractions oc- 
curred at regular intervals for a week before 
delivery. In one instance the patient developed 
eclampsia, while in the other labor was uncompli- 
cated. In both cases there were well marked 
areas of infarction in the placenta and a diagnosis 
of such condition was made prior to delivery. It 
seems to me that such disturbance in the placenta 
would cause these contractions and I should like 
to hear Dr. Rucker’s experience in this connec- 
tion. 


Dr. Rucker (closing).—I believe with Dr. Byrd 
that we are missing some of the cases that we 
can diagnose if we watch our cases more closely 
in the last part of pregnancy. In regard to the 
question raised by Dr. Schwarz, we are in the 
dark as to the’ etiology of this condition. We 
know that it is due to an endarteritis of the villi. 
But what causes the endarteritis? It is usually 
said to be due to some unknown toxin, which is 
the same as saying we do not know. I am glad 
to have this suggestion from Dr. Schwarz that 
knots and obstructions in the cord may be re- 
sponsible and shall watch the cord with that in 
mind. In regard to Dr. Garber’s question, in 
one of my series and in the case that I reported 
with retained placenta, there were vague ab- 
dominal pains. When labor pains began, whether 
spontaneously or induced, the pains were in no 
wise different from an ordinary case. 


| 
| 
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SOME FUNDAMENTAL CONSIDERA- 
TIONS IN THE FUNCTIONAL 
EXAMINATION OF THE 
EAR* 


By JOSEPH D. HEITGER, A.B., M.D., 
Louisville, Ky. 


At first glance it would seem that the 
subject I have chosen has been so thor- 
oughly considered that not much remains 
to be said. 

Observation has convinced me that func- 
tional examinations of the ear are often 
made somewhat perfunctorily and without 
due consideration of all the elements con- 
cerned. It is my hope to arouse your in- 
terest in a few of the details involved— 
details which exist in your memory but 
are used too infrequently in practice. 

Many points of analogy exist between 
the functional examination of the eye and 
the ear. We have a field of hearing just 
as we have a field of vision. A fixed visual 
range has a corresponding audition range. 
The macular area, the most sensitive por- 
tion of the retina, corresponds to that 
most sensitive area of the organ of Corti 
which we usually associate with the hear- 
ing of normal speech. We have- islands 
of deafness just as we have scotomata. 
Certain retrobulbar affections have their 
analogues in retrolabyrinthine conditions, 
and the intracranial pathways of the sec- 
ond and eighth cranial nerves present 
many points of analogy. 

In the functional examination of the 
eye the ophthalmologist has a decided ad- 
vantage over the otologist in the func- 
tional examination of the ear. In the ex- 
amination of the fundus he sees the optic 
nerve, whereas the otologist views only the 
external auditory canal and the drum mem- 
brane with its landmarks. The otologist 
will never see the auditory labyrinth. He 
must be satisfied to infer its condition 
from tests which are largely subjective. 
The organ of hearing is more sensitive than 
the organ of sight, but a comparison of 
the methods of their examination reveals 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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how crude, inexact and untrustworthy are 
the procedures at our command for the 
estimation of auditory acuity. Such a 
comparison emphasizes the great need of 
a reliable, accurate, practical system of 
acoumetry. The ophthalmologist has been 
able to wring more from physiological op- 
tics than the otologist has from acoustics. 

As a further illustration of the sensi- 
tiveness of the ear to its proper vibrations, 
it has been stated that if the chemical 
energy employed by a blade of grass in the 
process of growth could be converted into 
sound it would be possible to hear it grow. 
The main difficulties in the functional ex- 
amination of the ear are of two kinds 
which arise from the type of function ex- 
amined and the standardization of one’s 
technic in the method and manner of ex- 
amination. We do not examine auditory 
sensation as such, but rather obtain the 
measure of energy employed in producing 
a sound which can just be appreciated in- 
ferring that auditory power is in inverse 
proportion to the intensity of the stimulus. 
Based upon this premise an attempt has 
been made to divide tests of auditory power 
into two separate and distinct varieties,, 
viz: (a) qualitative, and (b) quantitative. 

When we speak of quantitative exami- 
nation we mean the estimation of the audi- 
tory power for the perception of certain 
given tones; or, in other words, the least 
intensity at which these tones will produce 
an excitation of the auditory organ. By 
qualitative examination is meant the capac- 
ity of the auditory organ to perceive tones 
of different pitch including the highest and 
lowest tones encompassed within the range 
of hearing. Both the quantitative and 
qualitative determinations must go hand- 
in-hand and cannot well be considered as 
distinct from each other. The methods in 
vogue for the qualitative examination of 
the hearing often lead to unreliable results 
because they fail to take into account the 
element of intensity. 

In recent years the complexity and dif- 
ficulty of the examination of the vestibu- 
lar apparatus have been added to those 
of the scientific phase of the examination 


.of the cochlea. Hencforth we must con- 
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sider the ear as the organ of hearing and 
equilibrium. Because of the difficulties 
mentioned, accuracy has been too often 
sacrificed upon the altar of convenience, 
especially in regard to testing the ear by 
speech, the watch and the acoumeter. 


The speaking voice tests the ear in its 
chief function, but of all the methods of 
examination it,is the least accurate be- 
cause no uniform standard of intensity is 
possible. The singing voice of the aver- 
age individual covers about two octaves; 
the average speaking voice, that of a few 
semitones; whereas, normal audition ex- 
tends over a range of about eleven oc- 
taves. Voices differ markedly in pitch 
and quality due to the presence of har- 
monics. We can not more than approxi- 
mately determine the dynamics of the 
voice. The carrying power of the ordi- 
nary conversational tone varies with in- 
dividuals and even at different times in 
the same individual. The use of words, 
phrases and sentences is so often influ- 
enced by education, training and age of 
the person examined that the findings 
from their use are not trustworthy. The 
auditory value of words depends upon the 
letters of which they are composed. Wolfe 
arrived at rather startling conclusions re- 
garding the hearing distances for differ- 
ent letters. The sibilant “S’ was heard 
at 175 meters and the lingual “R” at 40 
meters. Vowels were heard better than 
consonants. The most important tone 
range for the speech test existed between 
B and G in which most of the vowels lay. 
The aspirate “L” was heard at less than 
10 meters, whereas “A” as in father was 
heard at over 250 meters. Again, in the 
use of the voice one can not eliminate so 
readily contra-audition from the other ear 
if good hearing exists therein. All these 
arguments make a good case of the many 
disadvantages of the voice as a measure 
of auditory acuity. The whispered voice 
has some advantages over the ordinary 
conversational voice, but it is likewise open 
to the same disadvantages of inaccuracy 
and unreliability. The watch and acoume- 
ter have neither a uniform intensity nor 
pitch to recommend them, and their use 
should be discouraged. 


Various types of audiometers have been 
devised, but none of them so far has been 
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practical enough nor sufficiently free of 
objections to gain general adoption, al- 
though the Seashore type described and 
used by Dean has much to recommend it. 
The audiometer is a type of apparatus 
set at a fixed distance from the subject 
in which the intensity of sound is varied 
by an increase or decrease of the physical 
energy producing it. The Seashore appa- 
ratus is operated electrically and gives a 
range of 30 v. d. to 10,000 v. d. 

The aforementioned methods of exam- 
ination of the hearing depend upon air 
conduction. In the use of tuning forks 
and the monochord either air conduction, 
bone conduction, or a combination of both 
are employed. The tuning fork, being an 
instrument of defined pitch, of relatively 
pure tone with few harmonics which are 
far removed from the fundamental tone 
and cease quickly, appears at first glance 
to be ideal for auditory mensuration, but 
it is likewise open to objections. The vary_ 
ing intensity of forks of different pitch 
and vibration, interference from within 
and without the prongs, constitute the 
greatest drawbacks in their application in 
quantitative and qualitative examination 
of the auditory function. 

Three methods for the estimation of in- 
tensity are in vogue: (1) uniform initial 
intensity is attempted by a uniform in- 
itial physical impact; (2) estimation of 
intensity from the amplitude of vibration; 
and (3) inference of intensity from the 
duration of vibration. 


Harmonics which tend to cover the fun- 
damental tone are proportionate to the 
physical force employed in setting a fork 
in vibration. Overtones can be kept at a 
minimum by striking the prong near its 
middle gently with a covered hammer. 
Even if a uniform physical impact were 
possible, objections arise because the ef- 
fect is different with each fork and the 
intensity must be estimated by varying 
the distance or counting the time of vi- 
bration. According to some authorities 
sound energy is in direct proportion to 
the square of the amplitude. It is only 


possible to estimate intensity from ampli- . 


tude in forks of low pitch and above the 
second octave amplitudes are indetermin- 
able. The third method, duration of per- 
ceptible vibration, is in common use, but 
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is open to the objection that intensity of 
sound diminishes with distance geometric- 
ally and not arithmetically. The loss of 
intensity is, therefore, not directly pro- 
portionate with time and is different for 
forks of different pitch. 

Percentage values of the auditory per- 
ception of the tones of tuning forks can 
be accurately ascertained according to the 
method of Dundas Grant and described by 
him at the Ninth International Otological 
Congress. Low tuning forks vibrate for 
a long time with feeble intensity because 
the amplitude of the vibrations is wide 
and decreases slowly; whereas, high forks 
vibrate a short time with great initial in- 
tensity because the amplitude of the vibra- 
tions is short and powerful and the time 
rate of decrement is very rapid. 

The normal ear hears by air all the tones 
from C.2 (16 v. d.) to the eighth octave, 
inclusive (25,000 v. d.). These various 
tones are best produced by the Bezeld- 
Edelmann tone series which consists of 
eleven forks, two whistles and a Galton- 
Edelman whistle, the latter having two 
adjustments, one for lengthening the 
whistle and the other for controlling the 
width of the whistle aperture. The two 
whistles bridge over the space between 
c.5 (4,096 v. d.) and the Galton whistle. 
The forks are weighted to eliminate over- 
tones and vary pitch. The capitals carry 
their designations at the bottom and the 
small letters at the top. The mark on a 
weighted fork applies to the vibrations 
of the fork with the weights off. Instead 
of the Galton whistle the monochord may 
be used for testing the high tones, and it 
has the added advantage that testing can 
be done by both air and bone. The nota- 
tions can be made in terms of length of 
the wire or in vibrations. The highest 
tones of the monchord are heard ‘better 
by bone conduction than by air conduc- 
tion. 

Among the special tuning fork tests 
we have the Weber, Schwabach, Gelle, 
Stenger and Rinne. The former three are 
too well known to deserve more than men- 
tion. The Stenger test, made with the 
small “‘a’”’ fork, is our best test for malin- 
gering and its mere mention also suffices. 
I would, however, call your attention to 
some important details regarding the 
Rinne test, which is probably our most 
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valuable one. Its value is largely due to 
the fact that better and more distinct an- 
swers can be obtained from the average 
patient. 

The average text-book instructions for 
making the Rinne test are somewhat mis- 
leading. Most authors describe the test 
as giving either a positive or negative 
result. We should attempt to determine 
whether air conduction is normal; whether 
bone is normal, and in which course of 
conveyance exists the defect or greater de- 
fect in hearing. Results depend in a larger 
measure than is usually appreciated upon 
the pitch of fork used and the manner of 
applying the test. The lower the pitch of 
the fork the greater the tendency to a neg- 
ative Rinne, and the higher the pitch of 
the fork the greater the tendency to a 
positive Rinne, is the rule; because a low 
fork is better heard by bone conduction 
and the high fork by air conduction. Son- 
nenschein has stated that air conduction 
as compared with bone conduction is 
much greater than ordinarily assumed, 
referring to an experiment made by Be- 
zold in his classic on the functional ex- 
amination of the hearing. 

Bezold gives the figure of normal air 
conduction as about thirty seconds longer 
than bone conduction in normal positive 
Rinne if the a’ fork is used. If, how- 
ever, the fork is held before the external 
meatus alone, without having been pre- 
viously placed upon the mastoid, the dura- 
tion of air conduction is much longer than 
when the usual Rinne is performed, viz., 
seventy to eighty seconds. This is due to 
the fact that the vibrations of the stem 
of the fork are not damped by being placed 
upon the mastoid. If, after the fork is no 
longer heard with the prongs before the 
meatus, after having been previously 
placed upon the mastoid as in the usual 
Rinne, the stem is placed into the auditory 
canal the fork is again heard by air and 
usually for a period of twelve to thirteen 
seconds. In the usual Rinne, if positive, 
this procedure may offer some assistance. 

We have eight or nine varieties of Rinne 
reactions: 

1. There exist two types of positive 
Rinne (a) positive in which A. C. > B.C., 
but both normal in duration (this is the 
normal Rinne) ; (b) positive Rinne A. C. 
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> B. C., but both shortened (found in in- 
ternal ear disease with impaired hearing). 

2. There exist three forms of negative 
Rinne: (a) B. C. > A. C., the A. C. being 
moderately diminished (found in ordi- 
nary middle ear disease) ; (b) B. C. > A. 
C., but both diminished (found often in 
combined internal and middle ear dis- 
ease); (c) B. C. > A. C., but both very 
much shortened (found in far advanced 
ear disease because A. C. is lost more rap- 
idly than B. C.). 


3. Indifferent Rinne of which 


there are two varieties: (a) A.C. = B.C.; 
the A. C. is slightly diminished, the B. C. 
slightly increased; hearing good; found 
in slight middle ear disease; (b) A. C. = 
B. C., but both shorter than normal; hear- 
ing poor; found in advanced internal ear 
disease. 


4, Infinite Rinne ( o ), of which there 
are two varieties: (a) if not heard by air 
but somewhat by bone we have the so- 
called infinitely negative Rinne; present 
often in far advanced internal ear dis- 
ease; (b) if not heard by bone but some- 
what by air we have the so-called infinitely 
positive Rinne. 

Bezold used the A. (108:75 v. d.) and 
a’ )435 v. d.) forks in his work with the 
Rinne test, and drew the following inter- 
esting conclusions: in all bilateral diseases 
of the ear where the difference in the hear_ 
ing of the two sides is not too great, the 
negative Rinne indicates a change in the 
conducting apparatus; but the converse 
does not always obtain, for a shortened 
or even positive Rinne may be secured: 
(a) in chronic conditions where otoscopic 
and catheter findings are negative and 
hearing for whisper is above one meter; 
and (b) in acute or subacute otitis media 
with exudate in tympanum and a marked 
diminution in hearing. In a severe uni- 
lateral affection the Rinne may be nega- 
tive even though the conduction apparatus 
is intact. When a positive Rinne is of 
normal duration or only slightly shortened 
and the hearing greatly impaired, but the 
otoscopic and catheter findings are nor- 
mal, then any material involvement of 
the conduction apparatus may be excluded 
regardless of the unilateral or bilateral 
character of the condition present. Find- 
ings are more definite with A. (108:75 v. 
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d.) than a’ (435 v. d.) since duration of 
negative Rinne is always longer. This ex- 
plains the fact that in a shortened posi- 
tive with an a’ fork the test with an A. 
fork may show a short negative. The 
contrary is never true, viz., a positive 
na with A. when it is negative with a’ 
ork. 


I have purposely gone somewhat into 
detail regarding the fundamental princi- 
ples controlling the “tools” with which the 
otologist works in examining the cochlea 
because the usual perfunctory examina- 
tion can be traced to their neglect. There 
has been in the past little attempted in the 
standardization of hearing tests, although 
a few schemes exist for recording findings, 
the most common in vogue being perhaps 
that used in the old Politzer clinic. The 
usual examiner “uses as few forks as he 
pleases with results far from pleasing.” 


For the past few years I have been us- 
ing the hearing tests as elaborated by Ran- 
dall for routine work supplemented by the 
use of the White noise apparatus in de- 
termining bone conduction for each ear. 
For the Randall tests A-1 and a’ forks of 
50 and 200 vibrations respectively and a 
c4 fork are used. These give the low, 
middie and high tones, and one obtains a 
good idea of the hearing range. The forks 
are permitted to drop their height and 
weight against the knee. The Roosa mod- 
ification of the Rinne test is employed with 
the Gardner-Brown test, which gives a 
Weber and Schwabach at the same time. 
The Politzer test determines the patency 
of the Eustachian tubes. 

The findings are tabulated according to 
the following scheme: 

A-1 A c4 Ac Be N Pol Galt W 
A-1 A Ac Be N 

which is kept for use as a rubber stamp. 
For testing bone conduction the c2 fork is 
used, contra-audition being eliminated by 
tuning the White noise apparatus to the 
proper intensity to exclude the ear not be- 
ing tested. 

In the functional examination of the 
vestibular apparatus we are more fortu- 
nate in possessing a fairly well standard- 
ized technic, findings being recorded on a 
Jones-Fisher chart. Technic is of great 
importance and one must not attempt to 
do too much at one sitting, as the patient 
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may “go to pieces” and refuse to proceed 
with the completion of the examination. 
For the turning tests a turning chair with 
a proper head rest and a stop pedal is 
necessary. For the caloric test the water 
used should be at the proper temperature 
as it enters the ear of the patient—68° in 
using cold water, and 112° F. in using 
hot water. I assume that the technic for 
the examination of the vestibular appa- 
ratus is well known to all of you, so I 
shall refrain from describing it. 


In regard to the galvanic technic, a few 
essentials are always in order. An accu- 
rate milliamperemeter with a pole changer 
is necessary; also an assistant to control 
the current and its polarity, the latter be- 
ing unknown to the examiner until desig- 
nated by the direction of the nystagmus 
developed. The electrode should not be 
placed upon the mastoid, as described by 
some authors, but rather against the mois- 
tened tragus which is forced against the 
external auditory meatus with the cotton 
covered ball of the saline-moistened elec- 
trode. The nystagmus developed by the 
galvanic current differs from that ob- 
tained in the turning and caloric tests in 
that its amplitude is quite small. It is a 
slight rotary twitch which must be closely 
observed to notice its first appearance, 
which occurs in the normal with about 4 
milliamperes of current. 

The galvanic technic requires great at- 
tention to details and everything depends 
upon accuracy in its application if trust- 
worthy results are to be obtained. It is 
our only way of differentiating a labyrinth 
from an eighth nerve lesion. After the 
examination is completed the vestibular 
findings should always be studied and in- 
terpreted with the tests of the cochlear 
portion of the eighth nerve. 

We as otologists owe it to ourselves and 
our patients to make the best of our meth- 
ods in the functional examination of the 
ear. “Careful routine is ever a_ better 
workman than careless disregard.” It is 


only by careful routine that we may ar- 
rive at an accurate diagnosis and insti- 
tute correct therapeutic measures. 

In closing I wish to make a plea for 
more careful routine in the functiona! ex- 
amination of the ear. 


808 Feancis Bldg. 
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DISCUSSION 


Dr. Louis Levy, Memphis, Tenn.—I am afraid 
it is only too true that often we are negligent in 
our work in testing the ear. There is no doubt 
in my mind that oftentimes if we put these pa- 
tients through a careful examination we would 
not only save their hearing, but would give them 
the early treatment that is no doubt necessary. 
The Barany tests give us an insight not only 
into the labyrinth, but, I think, aid us in the 
diagnosis of eye conditions. I have had the 
pleasure of talking to Dr. Dean about his audi- 
ometer, and I had hoped by this time that he 
would have it perfected, because I believe with 
some such instrument we shall be able to chart 
out our islands of deafness just as the perimeter. 
charts scotoma in nerve lesions of the eye. 

As to the use of tuning forks, in our Clinic we 
found it very hard, especially with the negroes, 
to get the value out of them that we desired. As 
a rule with your white patients of average in- 
telligence it is rather easy to go ahead with your 
forks; but the men working in the Out-Patient 
Department, which is chiefly among negroes, use 
the tuning forks and they, like myself, have not 
been able to get the true value of these tests in 
these cases. In the office we try to work along 
the same line, but there naturally the personal 
equation enters. Especially is this true in a 
noisy office, so we must do everything in our 
power to exclude noise. We use the Gradenigo 
and Hartman forks, the Gradenigo because with 
them we can watch the vibrations and time the 
hearing more easily. These, therefore, give an 
added value which the plain fork does not, owing 
to the fact that ofttimes a patient claims to hear 
forks long after they have ceased vibrating. 

The real test of the hearing is not complete 
in my opinion without the Barany test. al- 
ways use it, and when a patient complains of 
dullness of hearing, my routine practice is to 
make a Barany, not always complete but enough 
to tell whether or not the labyrinth is in normal 
condition. The galvanic test I have not had 
much use for. As the Doctor said, the only value 
is the differentiation between the eighth nerve 
lesion and the labyrinth itself, and if we have 
not made sure of the condition of our labyrinth 
it may give us a reaction through the nerve by 
jumping over the dead labyrinth. I do not think 
Dr. Heitger need call his — a repetition, but 
rather a warning to us to be more careful in our 


-examination. 


Dr. George Maxwell, Roanoke, Va.—A great 
many of you were in the Service and you know 
the variation in the findings of the different men 
was very noticeable. I have also been doing spe- 
cial work for the Bureau of Pensions, and_the 
tests which are laid down in their book by which 
you are to judge whether a man is deaf in one ear 
or not are so absolutely ridiculous and absurd 
that I wrote them if they expected me, as 
an expert in the examination of ears, to sign 
my name to findings according to their rule, they 
could take my name off the list. For instance, 
they say to determine whether a man is com- 

letely deaf in one ear, stop up the good ear, and 
if he can not hear loud conversation at three 
feet, he is ageopine, | deaf in one ear. Any man 
knows that you could stop up both ears as ti htly 
as possible and a man with good ears could hear 
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me talking now if he were ten feet away. We 
need not only more system in office work, but we 
need to impress upon the Government the impor- 
tance of having some standard that is worth 
while. Let us model our work to fit into that. 


Dr. H. W. Lyman, St. Louis, Mo—I want to 
emphasize what Dr. Heitger has said about the 
practicability of the tests suggested by Dr. Ran- 
dall. We have been using them for a number 
of years in our Clinic, and they are much quicker 
and more accurate than the tests we formerly 
used. It is quite possible in a few minutes to 
get a very accurate idea of the condition of 
auditory apparatus. Of course we can not use 
the Bezold forks in every case because of lack 
of time, but we can use a practical test that takes 
only a few minutes and gives an accurate idea 
of the hearing. 


We do not advocate a routine Barany examina- 
tion in all cases, but in cases of vertigo we at 
least test the nystagmus in each direction. This 
is of special importance clinically in cases of 
focal infection, which will show a variation in 
the normal nystagmus. In the early stages there 
will be an increase, and later on a diminution of 
the twenty-four seconds of nystagmus which a 
normal labyrinth gives. 


This test should be used in all cases where we 
suspect focal infection, and in any case complain- 
ing of vertigo. 


Dr. M. F. Arbuckle, St. Louis, Mo—tThere is 
one point which has not been emphasized. I 
should like to remind the general practitioner and 
the neurologist of the value of these tests as an 
aid to a diagnosis. 


The localization of many brain lesions is fa- 
cilitated by the employment of them. 


Dr. J. A. Stucky, Lexington, Ky.—I should like 
to ask Dr. Heitger to elaborate one point: that 
the most practical part of these tests for the 
otologist is the aid in ascertaining whether the 
disease is functional or organic. That is a point 
that I am sure from the expression of this inter- 
ested audience they did not clearly grasp. 


Dr. Heitger (closing).—Referring to what the 
Doctor has said, of course I realize that in a 
short paper like this it is impossible to get in all 
the things one would like to say, so I have left 
out a good many. My purpose is to rouse interest 
in this subject. 


Dr. Levy spoke of the noisy office, and that is 
probably one of the greatest difficulties—getting 
rid of adventitious sounds. We can not all have 
sound-proof testing rooms for our routine cases. 
Recently I planned such an office in which I 
have an inside corridor thirty-two feet long that 
can be closed off from the surrounding offices in 
such a way that when the doors are closed it is 
almost sound-proof. It*is surrounded by two 
walls with a large air space between. 


As to the audiometer that Dr. Levy mentioned, 
that is being worked out by Dr. Dean and his 
associates and is of the seashore type. He says 
they hope in a short time to have this instrument 
on a practical basis. Of course the great trouble 
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they hope to overcome is the fact of the adven- 
titious sounds of the electrical apparatus. They 
are working at present to eliminate these sounds 
and when this is done we hope to have an appa- 
ratus that will give. us a method whereby we 
can chart the hearing of our patients just as the 
ophthalmologist can chart the visual field. Of 
course when we have that we shall have a method 
that is far more accurate than anything we have 
had in the past. 


In regard to the ordinary routine Barany in 
connection with the routine examination of the 
cochlea for practical work, as Dr. Lyman stated, 
the doctor can turn his patient and get the 
nystagmus in both directions, but we must be 
careful with the average patient. It seems that 
a great many patients know about the turning 
chair and they have all sorts of vague and weird 
ideas regarding its effect; and if you try to do 
too much of the Barany test at one time you will 
probably make the patient seasick and the result 
will be that he will not come back. 


Dr. Maxwell spoke of the inaccuracy of the 
tests as employed by the aviation examination, 
and particularly in regard to the unilateral deaf- 
ness. We have one very excellent test that will 
rule out practicallv all inaccuracies, and that is 
the Stenger test. Two small forks are used. It 
is based upon the principle that the small a’ 
fork will not conduct sound through the head 
from one ear to the other by air conduction, that 
where one fork is placed nearer the ear it drowns 
out the sound of the opposite fork. In using this 
test the two forks are used, the patient is blind- 
folded and the examiner stands behind the pa- 
tient. The distance is varied and the patient 
asked what he hears, or whether he hears at all. 
He may not answer, but when he gives an answer 
it stamps his condition absolutely. I think we 
have in the Stenger test a most accurate test for 
unilateral deafness. 


You know this, that you can read the re- 
port of an examination for hearing that some 
one else had made and when you get through 
you have not the least idea what the patient’s 
hearing is, for the simple reason that the method 
used does not state whether the fork was 
weighted or not weighted; and there are so many 
inaccuracies that when you finish you are as 
much at sea as when you started. What we 
need is a practical method for the examination 
of our patients so that when a man in New York 
makes an examination a man in San Francisco 
reading it will have a definite idea of the pa- 
tient’s hearing. When the ophthalmologist says 
the vision is 20/20 every other ophthalmologist 
knows what he is talking about, he has a definite 
idea of the patient’s vision, something we do not 
have when we read the examination of another 
man on the hearing. 


Dr. Arbuckle spoke of the intracranial condi- 
tion. Of. course we do not know the intra- 
cranial paths of the cochlear and vestibular 
portions of the eighth nerve so well as the 
ophthalmologist, and the reason is that we 
have not worked it out as they have. If we were 
to work these things out routinely, and then 
get together in meetings from time to time and 
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discuss them, we would get somewhere. Along 
that same line I wish to mention the work of 
Gradenigo and Holinger, of Chicago. 

In practically five minutes you can give the 
average patient the Barany test, and in a short 
time this routine test should be repeated. It is 
very important that hearing tests and tests of 
the vestibular apparatus be made _ repeatedly. 
These tests are merely routine. They are not 
intended to be a complete examination, but to 
assist, and if further examination is necessary 
they will point out the way. In the average 
routine Barany test we can get the nystagmus 
to either side and test once for the falling test. 
With the average patient, if you attempt to give 
the falling test twice, you make him sea- 
sick and nervous. You have to feel out your 
patient. You can do less with the normal pa- 
tient than the pathological patient. In the differ- 
entiation of your labyrinth from the eighth nerve 
the galvanic test is very important and can be 
done in a few minutes. It is rather interesting 
when you look over the literature of the Conti- 
nent and the literature of this country, and the 
hospital reports, one finds few reports of VIIIth 
nerve involvement, yet Politzer states that the 
VIIIth nerve is more often affected than all the 
other cranial nerves. We find very few cases of 
neuritis of the VIIIth nerve reported because 
the routine examinations are not carried out. 


INTUBATION VERSUS TRACHEOT- 
OMY IN LARYNGEAL DIPH- 
THERIA* 


By JOHN H. Foster, M.D., 
Houston, Tex. 


A number of years ago I should have 
considered discussion of this subject su- 
perfluous. O’Dwyer was hailed as one of 
the great benefactors of the human race 
and it was almost universally conceded 
that the only excuse for a tracheotomy in 
dyspnea from laryngeal diphtheria was 
the inability to get any one competent to 
do an intubation. Of recent years, how- 
ever, I have noticed a tendency for the 
pendulum to swing back, and following the 
teaching of a few men of some prominence 
an increaing number of younger men’ are 
today advocating tracheotomy as a routine 
procedure rather than intubation. With 
this position I can not bring myself to 
agree, and it is for the purpose of bringing 
out the views of the laryngologists of this 
Association and provoking a lively discus- 
sion of the subject, that this short paper 
is presented. 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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I shall not insult the intelligence of this 
Section by going into an historic account 
of the development of the various methods 
of dealing with urgent dyspnea. Fortu- 
nately, the necessity for any interference 
on our part in laryngeal diphtheria is les- 
sening year by year as the general physi- 
cian is becoming more alert in suspecting 
and detecting this condition and more 
prompt in administering antitoxin in suf- 
ficiently large doses -to obviate severe 
dyspnea. Unfortunately, on the other hand, 
a sufficiently large number of neglected 
cases demand quick relief to make the han- 
dling of them in the best possible manner 
a topic of very lively interest. 


In order to get the opinion and results 
of a large number of representative laryn- 
gologists, the writer sent out letters to a 
hundred men asking them to answer the 
following questions: 

1. Do you use intubation or tracheotomy 
as a routine in cases of laryngeal diphthe- 
ria requiring relief from dyspnea 

2. What are the reasons for your pref- 
erence? 


3. In how many cases have you found 
tracheotomy successful in saving the pa- 
tient when intubation failed to give relief? 

Sixty-five answers were received and I 
wish here to thank these men for respond-' 
ing so promptly, and in some cases so fully 
and interestingly. Of the sixty-five re- 
sponses, fifteen laryngologists for various 
reasons do not handle these cases. Of the 


remaining fifty, 14 per cent prefer trache- © 


otomy, while 86 per cent prefer intubation 
as a routine procedure. 

Let us take at first the various reasons 
given by those who prefer tracheotomy. 
Four reasons are stated: 

1. Greater assurance of relief. 

2. Danger of intubation tube becoming 
stopped up by loosened membrane and pa- 
tient asphyxiating. 

3. Danger of patient coughing up the 
intubation tube and suffocating before any 
one capable of reintubating can be sum- 
moned. 

4. Danger to the integrity of the larnyx 
from pressure of the tube. 

On the other hand, the advocates of in- 
tubation advance the following arguments: 

1. Simplicity and ease of intubation. 
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2. After-care less troublesome than 
after tracheotomy. 

3. Less shock. 

4. No scar. 

5. Shorter convalescence. 

6. Parents do not demur at intubation 
as they do at any cutting operation. 

7. Mortality lower, especially in view 
of the danger of sepsis and pneumonia 
following tracheotomy. 

8. Less danger of permanent laryngeal 
stenosis. 

Personally, I do not think that the argu- 
ments in favor of tracheotomy are well 
taken or, at least, that they are sufficiently 
strong to establish tracheotomy as a rou- 
tine procedure. 

My experience covers a period of fifteen 
years and embraces several hundred cases; 
and I have never seen a death due to the 
tube becoming plugged up by membrane. 
In a fairly large number of cases I have 
seen membrane pushed down by the intro- 
duction of the tube and the patient’s 
breathing become cut off. This is partic- 
ularly apt to happen where the patient is 
too exhausted to cough vigorously and ex- 
pel the membrane. It is then necessary to 
remove the tube and allow the loosened 
membrane to be coughed out. The tube is 
then replaced with entire relief. The force 
that can be exerted by the lungs through 
the rigid intubation tube is enormous and 
if the patient has passed the critical stage 
presented when the intubation is required 
and done he can as a rule cough out the 
loosened membrane through the tube. 


The danger due to coughing out the tube 
is, I think, greatly exaggerated. This 
may be greatly lessened by introducing a 
full sized tube in the first place. As you 
all know, in coughing there is a tendency 
for the vocal cords to come together in an 
almost spasmodic action which tends to 
hold the tube firmly in place. At times 
when the membrane separates and the 
edema of the larynx subsides, the tube is 
coughed out; but as a rule then it can be 
dispensed with. In cases in which it was 
necessary to reintubate, the emergency 
was not so great that the physician could 
not be sent for and have plenty of time. 
The only exception to this rule in my ex- 
perience was in a rather atypical case of 
dyspnea which was treated as laryngeal 
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diphtheria although the cultures from the 
throat were never positive for Klebs-Loef- 
fler bacilli. Only a very small tube could 
be introduced. The dyspnea was relieved, 
but on the second day the tube was coughed 
out and the patient died before aid could 
be summoned, although the patient was in 
a hospital. But granting that such an acci- 
dent may happen in 1 per cent of cases, I 
do not believe that even then the mortality 
will be so high as may be cited against 
emergency tracheotomies. I have seen a 
number of patients die while the surgeon 
was excitedly trying to do a tracheotomy 
and losing several minutes of valuable 
time. 

As to the sureness of getting relief from 
a tracheotomy as distinguished from in- 
tubation, I think a good deal of misappre- 
hension exists. Few people seem to real- 
ize how deeply an intubation tube extends 
into the trachea, but I assure you that it 
goes quite as far as does the ordinary tube 
in the average tracheotomy. Of course if 
a very low incision in the trachea is made 
and a long tube is used, it will extend 
lower than the ordinary intubation tube, 
but I am speaking of the work as ordi- 
narily practiced. A very low tracheotomy 
is not an easy operation and a high one 
is usually done in emergency cases and 
the ordinary tracheotomy tube used. 

In this connection I can not forbear to 
quote an extract from a letter from Dr. 
H. L. Lynah who, as you all know, is one 
of the best authorities in this country on 
this subject. He writes: 


“T have never seen a case relieved by tracheot- 
omy when an intubation failed to give relief. 
These cases should not be classified as laryngeal 
diphtheria, but as tracheo-bronchial and pulmon- 


ary diphtheria. Bronchoscopy and very long ‘ 


bronchial tubes or tracheal canulae will afford 
relief, but this is only temporary. The obstruct- 
ing foreign body membrane should be removed 
by bronchoscopy, the bronchi swabbed with anti- 
texin and then a long intubation tube introduced. 
In my experience chronic stenosis of the larynx 
and trachea has followed tracheotomy just as 
often as it has followed intubation.” 

To this I can only add my endorsement. 
Some years ago I was called to see a young 
man whose family were Christian Sci- 
entists. He had had no medical attention 
until the dyspnea was severe. The physi- 
cian who was called in turn called me, and 
when I walked into the room he remarked: 
“I am afraid you are too late. He is 
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about gone.” An intubation tube was in- 
troduced in a moment with only slight re- 
lief. I then did a tracheotomy and with 
forceps removed a membranous cast of 
the trachea with a bifurcation showing 
extension into the bronchi. The patient 
regained color and consciousness and after 
the administration of a large dose of anti- 
toxin seemed in a fair way to make a good 
recovery. The next day the _ bronchi 
“seemed to fill up completely and the pa- 
tient presented the typical picture of a 
severe case of broncho-pneumonia and 
promptly died. 


I shall not argue with any of you who 
say that under certain circumstances a 
tracheotomy is to be preferred to intuba- 
tion. I think myself at times when we 
are called off to some remote place it may 
be safer to do a tracheotomy; but this, on 
the other hand, certainly does not consti- 
tute an argument for the routine use of 
this procedure. 


In reply to the argument that chronic 
stenosis of the larynx is seen after intuba- 
tion, I grant that it is occasionally seen, 
but I do not grant that it is due to intuba- 
tion. I have seen two cases where trache- 
otomy was done and not intubation, which 
is a much larger proportion when we con- 
sider how many more intubations are done 
than tracheotomies. If you will talk with 
those who observed these cases in prein- 
tubation days, you will find how common 
it was then to see patients who became 
permanent “tube cases.” And this is nat- 
ural. The treatment for these cases of 
partial stenosis is to put rubber or silver 
tubes in place to open the larynx and the 
intubation tube fulfills this function. 


DISCUSSION 


Dr. R. C. Lynch, New Orleans, La.—I might 
say at the start that I am a rank tracheotomist 
and not an intubationist, so we hold practically 
diametrical views. And it would seem to me, 
taking Dr. Foster’s paper sentence by sentence, 
that there is quite as much in it in favor of 
tracheotomy as of intubation. We have had our 
fights on this subject before and we are still the 
best of friends, and will be when this discussion is 
over. 


Certainly intubation has received the endorse- 
ment of America from the very start and has a 
great deal in its favor, and I believe if we were 
to boil it down it is the operation of selection, 
even in diphtheria cases. I have six patients un- 
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der my care now who have tracheal stenosis. All 
came with a letter from the doctor, and one letter 
would explain five of these six cases. The doctor 
says that this patient was taken ill with tracheal 
stenosis and dyspnea; he was called to see him and 
intubated and the patient got along splendidly for 
two or three days. Then the tube was coughed 
up. He reintubated, and this performance was 
repeated three or four times. Finally, it was 
necessary to do a tracheotomy, and after a week 
or ten days when the active symptoms subsided, 
he tried to take out the tracheal canula and could 
not get it out. So the patient was sent to me 
for relief. We found an absolutely complete 
stenosis, but usually were able to get a filaform 
through. Then it takes from six months to one 
and a half years to regain the lumen over the 
larynx and in the meantime the child is subjected 
repeatedly to anesthetics. And if it goes through 
the year and a half of operative treatment with- 
out secondary pnuemonia or intercurrent condi- 
tions, the chances are it will always have a more 
or less incompetent voice. When one sees these 
cases time and again, one wonders whether or 
not the intubation has anything to do with it. I 
have one case, out of the six which are at pres- 
ent under my observation, who had a primary 
tracheotomy. So it is a fact that tracheal steno- 
sis can occur in the midst of a tracheotomy just 
as well as in the midst of an intubation tube. 
So while the intubation tube may be responsible 
for stenosis in a great many instances, it may 
not be responsible in all of them, as Dr. Foster 
mentions in his paper. 


Of course, we could discuss the possibilities of 
indirect intubation, that is, by the old method. 
But as to which is the more simple, an intuba- 
tion or a tracheotomy, it depends upon the op- 
erator, whether he has sufficient experience to do: 
an intubation, or whether he has been educated 
to do a tracheotomy. In my own hands a trache- 
otomy is more rapid and certainly more satis- 
factory than intubation. My experience at the 
present time covers about eighty-five cases. I 
must admit I am not doing them now nexrly so 
much as at first. I do not see a case of tracheal 
diphtheria nearly so often as I did five years 
ago. The most of my experience was gained over 
five years back, and not over five years up to the 
present time. At that time we took a great many 
patients to the hospital who had this complica- 
tion of diphtheria and we never lost one from 
tracheotomy. One of them had _ pneumonia 
following the tracheotomy, which is_ the 
thing that is always mentioned in_ the 
text-books. It is the bugaboo that hangs over 
the doctor from the minute the tube is inserted. 
Regarding these patients who got well, we were 
not over confident for them at the time the trache- 
otomy was done. If they died, they died from 
diphtheria, not from the tracheotomy, and _ if 
they got well, they had tracheal stenosis. The 
functional results were satisfactory. One of the 
patients we did an intubation upon coughed up 
the tube. It was replaced and he coughed it up 
again. At present this child has a perfect voice 
but he had to keep the canula in his throat for 
over two years. 


In cases of bronchial lesion we find, of 
course, the tracheotomy helped us in getting rid 
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of the tube, and it was the general impression 
of the men around the table that a tracheotomy 
was best on account of the secretion in the 
trachea. Of course a tracheotomy will relieve in 
every instance where any artificial passageway 
or instrument is used to get air into the pulmon- 
ary pathway. The child is all choked up and 
when the tapes are tied tight around the neck 
then the tube can not be coughed up. I have 
heard a number of deaths reported from cough- 
ing up the intubation tube. In New Orleans J 
know of six deaths which have occurred (not in 
my own practice). None of these cases has been 
reported because the tube was coughed up and 
no physician could get to the child before suffoca- 
tion occurred. 


In cases of sub-glottic catarrhal laryngitis, to 
me it is almost impossible to make a differential 
diagnosis. I take it for granted it is diphtheria. 
But in these cases in my opinion the presence of 
the tube spells disaster, and it is in those cases 
that stenosis occurs following the presence of 
the tube. 


Certainly in no other place in the body do we 
insert a tube in the midst of an acute, active in- 
flammation and expect the inflammation to sub- 
side in the peorence of that foreign body without 
stricture following. 


Dr. E. W. Carpenter, Greenville, S. C—Laryn- 
geal diphtheria does not cause dyspnea as a rule 
until the sub-glottic space becomes involved. The 
mucosa in this locality is very loosely attached 
and the sub-mucous space readily becomes filled 
with inflammatory exudate. 


The laryngologist is usually called into these 
cases to relieve urgent ig sere Generally a 
diagnosis of diphtheria has been made by the 
family doctor and the situation in my experience 
does not permit of a careful investigation of the 
correctness of his diagnosis. 


The situation usually demands immediate ac- 
tion in relieving this dyspnea. The easiest and 
most rapid method of accomplishing this is to slip 
in an intubation tube. This is the only feasible 

rocedure in a cabin or private home, no matter 
ow luxurious the forebiiiears may be. The dis- 
advantage of this advice is that only a chosen 
few of us ever develon the ability and the facility 
to do a — intubation without traumatizing 
the parts. understood the Doctor to say that 
he had never seen a case of dyspnea which could 
not be as thoroughly relieved by intubation as by 
a tracheal tube. I can not assent to this unless 
the Doctor will qualify the statement by saying 
that a long direct intubation tube will reach as 
far down the trachea as a tracheal tube, and this 
method of intubation was evidently not referred 
to in his paper. : 


Intubation should never be attempted without 
an emergency tracheotomy outfit at hand, because 
you do not know unless you have done direct in- 
spection whether you have diphtheria, sub-glottic 
edema or tracheal obstruction. So we should al- 
ways be prepared to open the trachea if an in- 
tubation tube does not extend beyond the ob- 
struction. As a rule in these acute cases the in- 
tubation tube does not provide adequate drainage 
in very young infants. Those who are familiar 
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with this work will recall this disagreeable fea- 
ture. The presence of the intubation tube in a 
majority of cases causes more or less trauma. 


Now as to the tracheotomy, to try this in a 
cabin without light and without help is a harrow- 
ing experience. It is best in tracheitis cases. 
In nearly all these emergency cases of dyspnea 
the obstruction is in the isthmus of the trachea. 
The indirect intubation tube does not always 
reach below this edematous area. A tracheotomy 
in my judgment is best in pulmonary diphtheria. 
Tracheotomy should be resorted to after repeated 
indirect or direct intubation. Tracheotomy per- 
mits an inflamed larynx to be at rest and resolu- 
tion is more rapid than when an intubation tube 
is present. ‘ 


Laryngeal diphtheria is the reason for which 
we are most often called to intubate these cases; 
and in my experience this brings us to the prob- 
lems of tracheotomy, and these are legion. But 
I do not believe these come within the province 
of this paper. 

The Doctor spoke of treatment with the “usual” 
tracheotomy tube. The usual tracheotomy tube, 
in my mind, should be relegated to the scra 
heap. It is a short tube with a fenestrum whic 
encourages granulation tissue to bulge into this 
window, making the withdrawal of the tube diffi- 
cult. The end of this short tube impinges against 
the posterior wall of the trachea and encourages 
granulations. 


Dr. J. A. Stucky, Lexington, Ky.—I think the 
average case is a law unto itself and the judg- 
ment of the operator is the supreme test. Per- 
sonally, I have had so many fatalities with both 
operations that I am a middle-of-the-road man. 

As I understood the essayist, he said an intu- 
bation is a simple operation. That is putting it 
mildly. Intubation, properly done, is a complex 
and delicate operation and requires a great deal 
of skill and technic. I believe that ordinarily I 
should do an intubation first, especially in a 
diphtheria case. Intubation is ecidedly less 
spectacular, but not simpler than a tracheotomy, 
and with the antitoxin for diphtheria that we now 
have, if we can keep the patient breathing eight 
or twelve hours we need not leave the tube in 
longer than that. I believe the mistake that is 
usually made, especially with myself, is that I 
have left the tube in too long. I always go pre- 
pared to do either an intubation or tracheotomy, 
and when the nurse gets my emergency set ready 
she puts in the instruments for both an intuba- 
tion and a tracheotomy. In several instances 
where I have had to do a tracheotomy I have 
been able to save the patient by pulling. out part 
of the pseudo-membranous cast of the trachea. 
But fortunately we do not have to resort to either 
operation very often now. I believe there is a 

ace for both operations, but everything else 
eased equal, I should try the intubation first, 
and if it does not succeed then resort to a trache- 
otomy. In these cases of tracheo-bronchial diph- 
theria, we are “up against it.” 


Dr. Joseph B. Greene, Asheville, N. C—I want 
to endorse everything Dr. Foster has said. I 
find myself on his side and not on the side of my 
very good friend, Dr. Lynch. My experience has 
not been so large as Dr. Lynch’s, but it has been 
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so eminently satisfactory that I see no reason for 
rforming a tracheotomy except in the excep- 
ional case. 


It seems to me that we as throat men should 
perfect our technic. It is a difficult technic, but 
we should perfect it so that pediatrists would not 
be required to perform the operation. I disagree 
with the paper as to the rural districts, for I 
think even there an intubation is to be preferred. 
We must remember that tracheotomy tubes are 
also subject to being stopped up. Some of the 
worse stoppages I have seen were in tracheotomy 
tubes, and the danger to me is far greater with 
the tracheotomy tube than with the intubation 
tube. I make it a rule in rural districts to stay 
with the patient several hours rather than leave 
and take the chances of having the tube coughed 
up; and if the patient gets through one night, 
the chances are very much against its being 
coughed up the following day. 


In regard to bronchial diphtheria mentioned 
by Dr. Lynah, of New York, I feel that intuba- 
tion is as well suited for these cases as trache- 
otomy. The tracheotomy tube does not pass the 
bronchial tree and I believe the case would be 
as well relieved by intubation as by tracheotomy. 
I am very strongly in favor of intubation. 


Dr. Oscar Marchman, Dallas, Tex.—The blood- 
less operation of intubation certainly has many 
advantages with the general practitioner over 
tracheotomy. With the administration of large 
doses of diphtheritic antitoxin intravenously, we 
are in a few days ready to remove the tube. We 
have a bloodness operation and a satisfied family, 
while on the other hand, if the patient expires 
during intubation, as sometimes occurs, it is much 
better than where we have done what might be 
called a mutilating operation, which we know is 
necessary sometimes. 


I always .have my tracheotomy set with me 
and ready to do a tracheotomy at any time where 
there is a mass of membrane pushing down into 
the trachea, which occurs rarely. I have never 
had it occur in my practice. 


The operation of intubation is very simple and 
even the inexperienced man will have good .re- 
sults. I have found the greatest trouble is that 
they select a tube not the proper size. Even 
though they are marked the general practitioner 
gets careless and does not use the right size of 
tube. 


I realize, too, that when the membrane is low 
down in the trachea we have to do a tracheotomy, 
but in the inexperienced hands there is liable to 
be severe hemorrhage, and then in these fat chil- 
dren it is difficult to get into the trachea. So we 
are surrounded with the same difficulties in 
tracheotomy as in intubation. On the other 
hand, the ulceration at the tip of the canula in a 
tracheotomy sometimes means infection of the 
bronchi and lungs. Just a short time ago a case 
was presented where a tracheotomy had_ been 
performed, and when I saw the child he had a 
general emphysema extending from the site of 
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the incision. Intubation would probably have 
prevented this severe complication. 


A tracheotomy is very prone to be followed by 
bronchial pneumonia, but I believe with the large 
doses of antitoxin we are now giving intra- 
venously, that relief follows in twenty-four to 
forty-eight hours, and we can remove the intuba- 
tion tubes with very little trouble and thereby 
save lives more easily and with far less compli- 
cations than with the old method of tracheotomy. 


Dr. W. L. Simpson, Memphis, Tenn.—It has 
been emphasized several times that large doses 
of antitoxin early enables us to get the tube out 
and thus prevent stenosis later. I think that 
should be emphasized. Really, I have never seen 
stenosis of the larynx caused by an_ intubation 
tube if large doses of antitoxin were given early, 
and if the doctor understood how and when to 
take the tube out. Every once in a while some 
one asks, “How long do you leave the tube in?” 
Some will leave it in four to five days or a week, 
but to my mind a man who leaves a tube in four 
or five days makes a blunder in many cases. If 
you give forty or fifty thousand units of antitoxin 
early, then you can begin to try to take the tube 
out in twenty-four to thirty-six hours. If you 
do that and know how to reintubate, you will 
have no stenosis in most casess I certainly do 
not see the stenosis after intubation that I do 
after tracheotomy. 


It seems to me there is more danger from los- 
ing the patient from stopping up of the tracheot- 
omy tube and lack of experience of the nurse in 


handling it than there is in stopping of the in- - 


tubation tube. Personally, I direct the nurse 
how to clean a tracheotomy tube, for none of them 
know how. They bring it back to me full of 
dried secretions after they have been directed to 
clean it. 


Dr. W. T. Patton, New Orleans, La.—Dr. 
Simpson said nurses very seldom know how to 
clean a tube, and that is true. In our hospital 
we make it a point that the nurses know how 
to take care of these tubes, and we make it hard 
for them to get through their examinations un- 
less they can take care of a tracheotomy tube. 
It is a nurse’s duty to take care of these tubes 
and to know what to do in emergency intubation. 
I believe if we emphasize this with nurses and 
take a little time to show them how to take care 
of these tubes we will get results and save a 
good many lives. 


Dr. Foster (closing).—I feel amply repaid for 
presenting this paper by the discussion. I want 
everybody to understand that I do not condemn 
tracheotomy. I always carry my tracheotomy 
tubes with me, but very seldom have use for 
them. , 


In regard to laryngeal stenosis following diph- 
theria I think the argument that intubation 1s 
responsible for this is entirely wrong. Laryngeal 
stenosis has always been known to follow laryn- 
geal diphtheria in a certain percentage of cases. 
It is a fact that intubation is done by a large ma- 
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jority of men now, but the fact that most of these 
eases have been intubated is no reason to assert 
that intubation is responsible. I think one of the 
keenest observers is Mr. Mueller, who has been 
observing these cases for a long time. He was in 
the instrument business in London at the time 
O’Dyer introduced intubation and he spoke of 
the slowness with which the English took up in- 
tubation. The thing that impressed him was the 
large number of cases that came in for tubes 
that were constant tube wearers after tracheot- 
omy for laryngeal diphtheria. I think you will 
find the large number is due to the severity of 
the disease and not to the intubation. I grant 
that a properly done tracheotomy, done by a man 
who knows how, or a properly done intubation, 
will relieve a vast majority of cases. The fact 
that Dr. Lynch has had no bad results is due to 
his skill-and the fact that he has done all these 
cases in a hospital. The average man going into 
the rural districts will not get the good results 
that Dr. Lynch gets in a hospital. I think our 
men doing this sort of thing to a certain extent 
feel their lack of training in doing either opera- 
tion. A great many men in nose and throat work 
are not trained to do intubation or tracheotomy, 
and if they do either one they are excited and do 
not pay careful attention. To me an intubation 
is very easy. Some people do not think so. If 
one will keep the landmarks and not become ex- 
cited, it is easy to introduce the tube. 
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In regard to long intubation tubes, of course 
we realize they can not be introduced without di- 


rect inspection. 


In regard to intubating in rural districts, it 
has been my custom to intubate where I could stay 
some time with the case. If I have to go and 
see a case and go away immediately, I usually do 
a tracheotomy. 


The point brought out by Dr. Marchman 
in regard to the proper size tube is important. 
We had an epidemic some years ago of laryngeal 
diphtheria when I did 25 intubations in six weeks, 
and at times, although I had two sets of tubes, 
I ran out of the proper size and had to use a 
tube too small. In one or two instances the tube 
was coughed up and had to be replaced. Fortu- 
nately, however, I was able to save the patient’s 
life in each instance. é' 


The administration of large doses of anti- 
toxin is extremely important. I do not think 
they ought to have less than 30,000 units of anti- 
toxin. I do not agree, however, that the intuba- 
tion tube should be taken out so soon as some 
suggest. We know that the maximum effect of 
antitoxin is not derived for forty-eight hours, 
and I do not believe that the tube should be re- 
moved under that time. I usually leave it in 
three days or more. 
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PRACTICAL METHODS OF DEALING 
WITH THE MALARIA PROBLEM 


That the Southern Medical Association 
is becoming the clearing house through 
which passes the reports of the most im- 
portant medical activities of sixteen states 
is no better demonstrated than in the Con- 
ference of the National Malaria Commit- 
tee which is in session the first day of its 
annual meetings. At these conferences the 
various phases of the South’s greatest pub- 
lic health problem are discussed; and from 
the progress reported there can be no 
doubt that in a few years malaria will be 
a rare disease in the hundreds of thou- 
sands of square miles of fertile agricul- 
tural territory that have not been devel- 
oped as they would have been had it not 
been for the fear of the “deadly miasm” 
(malaria) on the part of Northern and 
European settlers. These Conferences are 
attended, not only by the members of the 
National Committee on Malaria, but hun- 
dreds of public health officials and general 
practitioners, who hear the papers read 
and take part in the discussions on the 
many problems connected with malaria 
and its prevention. 
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The Conference on Malaria at the Louis. 
ville meeting was of unusual interest and 
importance. It was participated in by 
many who have had the largest experience 
in dealing with the clinical and _ public 
health phases of the disease. Several of 
the most important papers, with the 
equally valuable discussions on them, that 
were presented in the Conference on Ma- 
laria are published in this number of the 
JOURNAL. They probably represent the 
most practical, as well as the most valuable 
contributions of the year to the literature 
on malaria, and they merit careful study 
by those who have to deal with the clinical 
and public health phases of the prevailing 
disease of many rural districts of the 
South. 


THE NEED FOR RELIABLE STATISTICS ON 
MALARIA 

For years the South has been considered 
a hot bed of malaria, though until recently 
there have been no reliable statistics re- 
garding the number of cases in any state 
of the Union. There can be no question. 
that the prevalence of malaria in the South 
has been grossly exaggerated, both as to 
the number of cases and as to the seri- 
ousness of the disease; and it is desirable 
to secure reliable data regarding the mor- 
bidity and mortality rates in each county 
in every state in which the disease pre- 
vails. This is important not only to allay 
the fears of prospective immigrants to the 
agricultural districts of the South, but to 


‘furnish the data for intensive campaigns 


to eradicate malaria from its strongholds. 
In other words, the truth about malaria 
in the South is most desirable and this can 
come only from the intelligent co-opera- 
tion of all the physicians in each county 
unit. 


Dr. W. S. Leathers, in the Symposium 
on Malaria which is published in this num- 
ber of the JOURNAL, calls attention to the 
difficulties in getting accurate reports on 
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per cent may be expected, largely for the 
reason that in malarial districts many 
physicians are inclined to make the diag- 
nosis of malaria in most acute febrile con- 
ditions of obscure origin, and some are 
prone to call many chronic conditions ma- 
laria in which it is not a factor in produc- 
ing the symptoms. 

Of course the ideal thing would be not 
to report any case as malaria until the 
plasmodium is found in the blood, and this 
practice can be carried out in hospitals 
equipped with good laboratories; but the 
general practitioner, who has to make his 
own blood examinations or who has to send 
specimens to the state laboratory, can not 
wait for positive findings before admin- 
istering quinin in suspected malaria. He 
therefore must rely on the clinical symp- 
toms for his diagnosis. In the acute cases, 
with chills and fever at regularly recur- 
ring intervals, the general practitioner 
is not often mistaken in his diagnosis, 
though in paludal districts pyelitis, tuber- 
culosis and other diseases in which these 
febrile reactions are often called malaria 
for months before the real origin of the 
symptoms is discovered. 

Malaria should be reported as are other 
communicable diseases and for the same 
reasons. Every physician should feel it a 
duty to report his cases of malaria. In so 
doing he is performing a real service for 


‘his people. Mississippi’s record of 90 per 


cent of physicians reporting malaria is 
one which may well be emulated by the 
doctors of other states. 


STANDARDIZING THE TREATMENT OF 
MALARIA 

One of the reasons for the continued 
prevalence of malaria in any locality is 
the fact that infected patients have not 
been freed from the parasites before treat- 
ment was discontinued. Until recently 
there were many methods for administer- 
ing quinin, most of which were effective 
only in relieving the acute symptoms, leav- 
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ing the patients carriers of the infection. 
They therefore perpetuated the disease. 
Bass and others of the National Malaria 
Committee have worked out a plan of 
treatment that is known to completely 
eradicate the plasmodium from the blood 
of malaria patients. The article by Bass 
in this number of the JOURNAL gives the 
details of this simple but effective method 
for the radical cure of malaria. It has the 
approval of the National Malaria Commit- 
tee and every physician who has to treat 
malaria would do well to adopt the Bass 
method. 

It is not possible to give a complete ed- 
itorial review of all the articles in the Sym- 
posium on Malaria, nor is it necessary. 
All of them should be carefully read by 
every physician in the South, whether spe- 
cialist, general practitioner or public 
health worker, because malaria may mod- 
ify the course of any other disease with 
which a human being may be afflicted. 
Besides physicians are members of the 
most altruistic profession and they are in- 
terested in eradicating this insidious en- 
emy to mankind. 


THE NURSING MOTHER’S DUTY TO 
HER CHILD 


The average baby, helpless as it looks, 
has an endurance and power of adjust- 
ment which deserves better treatment than 
it usually receives. It tries its best to help 
us as we blunder along. If it had not, 
the human race would have vanished from 
the earth many thousands of years ago. 
If we chose fuel for our automobile, com- 
parable to the grade of food which we put 
into babies, and as suited to the cars as 
the food. is to the babies, we should soon 
put them in the shop to stay. We know 
how quickly we can clog a small car by 
putting too heavy oil into it, and what 
slight effect light oil has upon a powerful 
motor. The motor makes no effort to meet 
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us half way. It says, “Give me the bal- 
anced diet that I need, or I shall not work.” 
Man constructed the motor, and can make 
food for it. We have never assembled a 
baby nor made any part of its anatomy. 
And until we have done that we can not 
make a food which will meet all its re- 
quirements as well as the milk which is 
manufactured by Nature for it. The 
greatest advance in pediatrics has been 
the admission of this and its inculcation 
into the minds of mothers. 


In discussing a paper at the recent 
Louisville meeting of the Southern Medical 
Association, Dr. J. A. Hayne, State Health 
Officer of South Carolina, remarked: 

“The Bulgarian bacillus was the panacea for 
all evils about three or four years ago with the 
pediatrists. They used it for every conceivable 
disease. I knew of one case of club foot in my 
part of the country which was unsuccessfully 
treated by that method. I find that that has 
lapsed, and the clinic at the Massachusetts Gen- 
eral Hospital says that the Bulgarian bacillus 
has little value in the treatment of children’s dis- 
eases. . . . We see one fallacy after another 
at are gradually discarded. There is one out- 
standing method of feeding infants which will 
never lose its popularity with the infant, and that 
is for the mother to nurse her own baby. If she 
can’t do that she has no right to have a baby.” 


Dr. Hayne is a little too hard on the 
mothers. There are some women who can 
not nurse their babies, who nevertheless 
have the mother instinct and want babies, 
and who therefore should not be denied 
the right of having them. The majority 
of women want to nurse their babies. If 
they do not, it is because the importance 
of nursing has not been sufficiently im- 
pressed upon them by the medical profes- 
sion. For the most part this lesson has 
been taught the public by the pediatrician 
and the general practitioner. We have 
taught the mother this, which we have ob- 
served: that the breast-fed baby generally 
thrives, even amid unfavorable conditions 
and some neglect; that the artificially-fed 
baby requires extreme care. The public 
as a whole is eager to believe what we tell 
it, and, without understanding the reasons, 
to take our word as Gospel. 
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We must teach mothers to conserve the 
milk supply by proper eating, regular ex- 
ercise, and ample rest. Lactation depends 
to a certain extent upon temperament. 
The nervous woman is frequently less suc- 
cessful than her more placid friend. On 
the other hand, women with large breasts 
are frequently found to produce less milk 
than the flat-chested type. 

The mother must be taught that lacta- 
tion is to a certain extent psychological, 
that for a year she must give up a great 
deal of her activity for her child. There 
is a wide area within which she must 
choose her work for that time. 


NURSING INTERVALS 


There has been a good deal of discussion 
of the periods between nursings. Twenty 
years ago, the mother nursed her baby 
every time it cried. Many babies lived. 
Ten years ago they were nursed every two 
hours. They still survived. Now we have 
prolonged the period to three or four hours, 


and it is common for a three-month-old . 


baby to sleep eight hours at night without 
waking. It has only to be trained. 

There are still many opponents of the 
four-hour schedule. It has been demon- 
strated that the average baby gains as 
rapidly on a four-hour schedule as on a 
three. The physicians who first advocated 
the change from a two-hour schedule to a 
three were considered cruel and mistaken. 
We finally admitted, first, that three hours 
was a good schedule, and we are now ad- 
mitting four. The opponents of the four- 
hour: plan are now saying that it is safe 
for the baby, but that with such infre- 
quent emptying of the mammary glands 
the mother’s milk dries up. But clinical 
observation would seem to refute it. We 
may point to the cow for our example. 
She does very well on two milkings per 
day. It is not so much the frequency of 
the milkings, as their regularity, which 
makes for a good milk supply. 
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The milk supply may be affected indi- 
rectly by the four-hour schedule. The 
mother on the four-hour plan has more 
time to herself, longer intervals to be away 
from the baby, and tries to do more than 
the one who must be interrupted and come 
home for three-hour feedings. The woman 
who hurries through her nursing to go 
out to keep an engagement and rushes 
back at the last minute to nurse her baby, 
will lose her milk. She should not try to 
keep up with many engagements, not en- 
gage too actively in other affairs while 
lactating. Like the cow, between milk- 
ings she should forage and ruminate, but 
run no races. 


INFLUENCE OF STRAIN 


Dr. Frances Sage Bradley, Chief of the 
Children’s Bureau, U. S. Department of 
Labor, Washington, said in closing the 
discussion of her paper at the Louis- 
ville meeting of the Southern Medical As- 
sociation : 

“I have attended many medical meetings and 
listened to learned, scientific papers on artificial 
feeding, and heard many men make the statement 
that the modern woman would not nurse her 
baby out of consideration for her figure or on 
account of the pressure of social duties. Yet in 
my own practice it was rare to find a woman 
refusing to nurse her baby, while it was a daily 
occurrence to find women grieving and struggling 
against their disappearing milk. I feel now that 
had I done my duty by these women I should have 
obviated the catastrophe of bottle feeding by find- 
ing what in their lives prevented the calm, serene 
regimen necessary to prolong lactation. You will 
find the breast-fed baby in the country and the 
bottle-fed baby in the city where women are sub- 
jected to more of nervous tension and strain. I 
feel very strongly that the physician with his 
superior knowledge and training is more respon- 
sible than the mother for this much-mooted ques- 
tion which is costing the lives of thousands of 
babies every year.” 


PRESIDENT HARDING’S PHYSICIAN 


President Harding has appointed his 
family physician, Dr. C. E. Sawyer, of 
Marion, Ohio, a Brigadier-General in the 
Regular Army, and has assigned him to 
duty as the Medical Aide to the White 
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House. In making this appointment Pres- 
ident Harding is following the precedent 
of President McKinley, who promoted 
Lieutenant-Colonel Leonard Wood, of the 
Medical Corps of the United States Army, 
to the rank of a Brigadier-General. Pres- 
ident McKinley, in discussing this ap- 
pointment with one of his friends, said: 
“Dr. Wood has done so much for Mrs. 
McKinley that I am making him a Briga- 
dier-General.” The fact that General 
Wood was a “Rough Rider” is responsible 
for the general opinion that Roosevelt 
made him a Brigadier-General, but he was 
given that rank before President McKin- 
ley’s death. 


President Wilson, when he entered the 
White House, appointed as his physician 
Dr. Cary T. Grayson, of the U. S. Navy 
Medical Corps. Dr. Grayson was first. an 
appointee of President Roosevelt, and was 
President Taft’s physician during his ad- 
ministration. After years of service as 
the White House physician President Wil- 
son appointed him a Rear-Admiral in the 
Navy. 


It is customary for Presidents to assign 
an officer in the Army or Navy as White 
House physician, and President Harding 
seems to be breaking all precedents by 
taking a physician from civil life and giv- 
ing him high rank in the Army to act in 
the capacity of his medical advisor. Pres- 
ident Harding’s probable reason for bring- 
ing his physician from his home town to 
the White House is that he is an ardent 
believer in homeopathy, his father and 
brother having practiced that form of 
medicine; and there are probably no ho- 
meopaths in the regular Army or Navy. 


President Harding has been harshly 
criticised for bringing his personal physi- 
cian to the White House at the expense 
of the Government, and for giving a civil- 
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ian high rank in the regular Army; but 
we think that the President of the United 
States should have the privilege of select- 
ing his physician from civil life, and cer- 
tainly the rank and pay of a Brigadier- 
General is not more than the President’s 
physician deserves. If the President pre- 
fers a homeopath to a regular physician 
he should be allowed to exercise the privi- 


‘lege of selecting the man in whom he has 


most confidence as his medical adviser. 


It is also stated that Dr. Sawyer will be 
President Harding’s adviser regarding the 
health activities of the Government. A re- 
cent dispatch from Washington says that 
he “will take charge of a general reorgan- 
ization of welfare bureaus in the Govern- 
ment, including the U. S. Public Health 
Service, the Children’s Bureau, and kin- 
dred organizations.” 


GRAYSON ASSIGNED AS CHIEF OF NAVAL 
DISPENSARY 


Rear-Admiral Grayson, who retires as 
the White House Physician, having served 
three Presidents—Roosevelt, Taft and Wil- 
son—probably has the longest record of 
service as presidential medical adviser of 
any physician who has occupied that po- 
sition. Certainly no White House physi- 
cian has ever had more varied experience 
with Presidents; and a doctor who has had 
and has retained the confidence of three 
such varied types of men as Roosevelt, 
Taft and Wilson must be a man of tact 
and judgment, as well as a physician of 
unusual attainments. 


Admiral Grayson has been more than a 
physician to President Wilson; he has 
been his closest friend throughout the eight 
years of an eventful period of history. 
Having been assigned to the duty of Chief 
of the Naval Dispensary in Washington, 
he can continue to look after his dis- 
tinguished patient. 
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THE MEDICAL INTERPRETER* 


A recent notable and worthy enterprise 
is the Medical Interpreter, published in 
four quarterly volumes. It: proposes to 
publish in permanent form a digest of the 
worth-while current medical literature of 
the world, particularly that culled from 
the foreign medical books and journals, 
The publishers of the Medical Interpreter 
are making the effort to place in the hands 
of the medical profession abstracts, sum- 
maries or translations of the important 
articles on the recent advances in all 
branches of medicine and surgery that 
have been gathered in the greatest medical 
library in the world, i. e., the Library of 
the Surgeon-General of the United States 
Army. 


They have selected a staff in Washing- 
ton which has access to this great library 
and which is eminently fitted to make a 
digest of the things that will appeal to 
medical men in all lines of work. Dr. Al- 
bert Allemann, Principal Assistant Libra- 


rian of the Surgeon-General’s Library, is - 


Editor-in-Chief; Capt. J. S. Taylor, in 
charge of the Division of Medical Publica- 
tions of the U. S. Navy, and Assistant Sur- 
geon-General J. W. Schereschewsky, of the 


U. S. Public Health Service, are Associate 
Editors. 


The Medical Interpreter will appeal to 
Southern physicians not only because of 
exceptional merit, but because it is largely 
Southern brains and Southern enterprise 
that have produced this practical and dis- 
tinctive contribution to American medical 
literature. The publishers have secured 
a staff of eminent Southern physicians to 
collaborate with the Washington editors 
with the idea of selecting and editing the 
articles that may be of particular interest 
to the physicians residing in the region 
known as the South. 


*The Medical Interpreter, Interpreter Publish- 
ing Co., Austell Building, Atlanta, Ga. 
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Drs. George M. Niles, W. F. Shallen- 
berger, W. L. Barnes and Allen H. Bunce, 
of Atlanta, and Drs. George S. Bel and 
Oscar Dowling, of New Orleans, all of 
whom are prominent in medical circles, 
are collaborating editors. 

The publishers recognize the part that 
organized medicine is playing in the ad- 
vancement of medicine by dedicating issue 
No. 2 of the Medical Interpreter series to 
the American Medical Association and the 
Southern Medical Association “‘as a tribute 
to their high professional ideals and con- 
structive labors in behalf of the medical 
profession.” The JOURNAL, on behalf of 
the Southern Medical Association, desires 
to express its appreciation of this compli- 
ment from the publishers of the Medical 
Interpreter. 


Correspondence 


DROP OR PTOTIC HEART 


BUCKLIN, Mo., January 15, 1921. 
Editor, SOUTHERN MEDICAL JOURNAL: 

In the December, 1920, number of the JOURNAL 
appears an article by Dr. H. R. Carter, Jr., of Bir- 
mingham, entitled “The Practical Importance of 
the Effort Syndrome in Civil Practice.” 

This I have read with great interest, be- 
cause it fulfills the prophecy made by Dr. Charles 
Lyman Greene in his estimable work on “Medical 
Diagnosis” that this particular group of symp- 
toms would be paramount, during the war, in so}- 
dier individuals whom he characterizes as chronic 
congenital asthenics possessing the “drop heart” 
which he has laid so much stress upon, but which 
even yet does not seem to be generally recognized. 
I wish to call the attention of the readers of the 
JOURNAL to Greene’s description of this condition 
in the hope that it may be catalogued under its 
proper division and receive the attention that it 
deserves. 

To those who have read Greene’s description 
and have used the radiograph to verify those 
observations there can be no question of its reality. 

I do not question the belief that the type of 
heart described by Carter is merely the drop heart 
of Greene. 

He (Carter) says, and stresses the fact, that 
these hearts showed no enlargement, which I pre- 
sume means that they fell within the normal lim- 
its of measurement for hearts of the normal in- 
dividual of corresponding height and build. 

_ This has been the undoing of this type of heart 
in the past, for the drop heart may be widely 


. 


BOOK REVIEWS 343 


dilated and still fall within the limits of the 
normal heart for normal individuals. 

I want to bring out this subject, not to criticise 
Dr. Carter, but merely as an attempt to clear up 
the nomenclature of this condition. Drop or 
ptotic heart seems to me to be a better classifica- 
tion than effort syndrome, and it has a priority. 


Very truly yours, 
J. DE’VOINE GUYOT. 


‘Book Reviews 


Diagnosis agd Treatment of Brain Injuries, with and with- 
out a fracture of the skull. By William Sharpe, M.D., 
Professor of Neurologic Surgery, New York Polytechnic 
Medical School and Hospital; Consulting Neurologic Sur- 
geon, Manhattan Eye and Ear Hospital for Ruptured and 
Crippled, Beth Israel Hospital, New York City, and Nas- 
sau Hospital, Mineola, Long Island, etc. 757 pages, 232 
illustrations. Philadelphia and London: J. B. Lippincott 
Co., 1920. 

The information given in this book is valuable and the 
illustrations are splendid. It is unfortunate that the dic- 
tion is most difficult. The author does not understand the 
first elements of sentence structure. 

Brain injuries in adults, in children and new-born infants 
are described in a way that should be interesting to the 
general practitioner, general surgeon, obstetrician and pedi- 
atrician. The suggestions regarding injuries, frequently un- 
noticed, to the brains of infants taken with forceps are 
particularly good. Many cases are given with good and bad 
results, and forceful discussions. Cases formerly considered 
hopeless are successfully treated by the methods here out- 
lined. The book is a worthy addition to the literature of 
brain surgery. 


Practical Tuberculosis. A Book for the General Practitioner 


and Those Interested in Tuberculosis. By Herbert F. Gam- 

mons, M.D., Supt. Woodlawn Sanatorium, Dallas, Texas; 

Assistant Instructor, Clinical Medicine, Baylor Medical 

College, Dallas, Texas; Formerly Resident Physician, Cul- 

lis Consumptives’ Home, Dorchester, Mass.; Assistant 

Physician, Massachusetts State Sanatorium, Rutland, 

Mass.; Assistant Supt., Conn. State Sanatorium, Meriden, 

Conn.; First Assistant Physician, Texas State Tuberculosis 

Sanatorium, Carlsbad, Texas; and Supt. Deerwood Sana- 

torium, Deerwood, Minn. Introduction by J. B. McKnight, 

M.D. 158 pages. St. Louis: C. V. Mosby Co., 1921. 

This is a convenient handbook for the general practitioner 
and for the patient as well. It deals only with pulmonary 
tuberculosis. Any consumptive would be benefited by follow- 
ing the rules of living told here simply and briefly. The 
chapters on treatment are condensed, but rather complete. 
Dr. Gammons says: “It is the tendency of the physician on 
hearing of a certain treatment for tuberculosis to use that 
treatment on all cases regardless of consequences, not stop- 
ping to think that nature has cured hundreds of cases with 
natural processes.”” He is opposed to early use of pneumo- 
thorax, but believes in its value in emergencies. 


Diseases of the Ear. By Philip D. Kerrison, M.D., F.A.C.S., 
Aural Surgeon, Willard Parker Hospital for Infectious 
Diseases; Junior Aural Surgeon, Manhattan Eye and Ear 
Hospital. 332 illustrations in text and two full pages in 
color. Second Edition. Revised and Enlarged. Philadel- 
phia and London: J. B. Lippincott Co. 

The second edition is quite up to the standard set by the 
former edition, and while nothing new is presented, the 
practical developments in otology and correlated pathologic 
conditions affecting the meninges, the cerebral sinuses, and 
the cerebro-spinal fluid have been closely followed without 
material alterations in the text and subject matter of the 
former edition. However, two new chapters have been 
added, ®f which the first is devoted to Barany’s theory of 
the cerebellar control of joint movements, with a discussion 
of the pointing tests in their relation to vestibular and cere- 
bellar disease. The second includes a brief account of the 
various types of war deafness, deafness due to direct injury 
of the skull, nerve deafness due to loud explosive noises, 
concussion deafness due to the air displacements of near-by 
explosions, psychic disturbances of function, pithiatism, 
etc., phenomena which constitute for most of us a practic- 
ally new chapter in aural disease. The book is a useful ad- 
dition to otologic literature. 
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Pediatrics and Orthopedic Surgery. From the Practical 
Medicine Series Comprising Eight Volumes on the Year’s 
Progress in Medicine and Surgery. Under General Edito- 
rial Charge of Charles L. Mix, A.M., M.D., Professor of 
Physical Diagnosis, Northwestern University Medical 
School. Vol. iv, Pediatrics, Edited by Isaac A. Abt, M.D., 
and A. Levinson, D.; and Orthopedic Surgery, Edited 
by Edwin W. Ryerson, M.D., and R. O. Ritter, M.D. Chi- 
cago: The Year Book Publishers, 1920. 

This series may be bought in whole or in part. The vol- 
umes are useful in bringing up to date the information to 
the general practitioner on all medical subjects. They are 
necessarily brief, but useful. 


Regional Anesthesia (Victor Pauchet’s Technique). By B. 
Sherwood-Dunn, M.D., Officier d’Academie; Surgeon (Col- 
onel) Service de Sante Militaire de Paris; Physician to the 
Cochin Hospital. With 224 figures in the text, 293 pages. 
Philadelphia: F. A. Davis Co. English Depot, London: 
Stanley Phillips, 1920. 

This book constitutes a resume of the writings of Victor 
Pauchet, the leading exponent in France of regional anes- 
thesia. Local anesthesia has long been known and used. 
It consists in infiltrating the tissues to be operated upon by 
injecting the anesthetic near the terminals of the nerve. In 
regional anesthesia, the origin of the nerve is injected, so 
that the whole region supplied by the nerve and its 
branches is anesthetized. Major operations may then be per- 
formed as well as minor, with frequent diminution of risk 
to the patient. The writer advocates the use of regional 
anesthesia in 80% of all operations. 

Methods of anesthetizing and operating upon all parts of 
the body are described. There are a variety of operations 
described by Pauchet, among which are a large tumor of the 
lower maxillary, which had been diagnosed inoperable sar- 
coma; also leg amputations, operations upon the brain, and 
many others. Many accidents due to general narcosis are, 
he says, avoided. 

It is interesting as a record of splendid work in a greatly 
neglected field, and will be valuable to all who practice 
surgery. 


Scurvy: Past and Present. By Alfred F. Hess, M.D., Clin- 
ical Professor of Pediatrics, University and Bellevue Hos- 
pital Medical College, New York City. 278 pages, illus- 
trated. Philadelphia and London: J. B. Lippincott Co-, 
1920. 

Dr. Hess is most competent to write on this subject, since 
he has been doing intensive research in it for some years, 
and has published many articles upon it during that time. 
The subject is of importance on account of the nutritional 
troubles in the recent war, and on account of the multi- 
tudes of people still starving in Europe. He discusses the 
history of scurvy, the antiscorbutic value of different food- 
stuffs, mentioning dried milk as having considerable value, 
the theories concerning scurvy, its symptomatology, and 
treatment. He is up to date and his little book most oppor- 


tune. 


A Text Book of Histology. By Frederick R. Bailey, A.M., 
._D. Sixth revised edition; profusely illustrated; 733 

pages. New York: William Wood & Co., 1920. 

The sixth edition is in general plan the same as the first. 
The text has been revised and partly rewritten. The chap- 
ter on the nervous system, which was full in the first edi- 
tion, has been greatly enlarged and rewritten chiefly by Dr. 
Strong, of Columbia University, and now occupies almost 
one-third of the In view of the increasing interest 
in psychology, this chapter should be widely read. More 
works of this kind might turn the modern trend of psychi- 
atry from spiritualism to a more material outlook. 

The chapters on the cell and the opening chapters on 
general technic and staining methods are valuable. The 
book has always been highly esteemed. This edition will add 
to its popularity. 


The Story of the American Red Cross in Italy. By Charles 
M. Bakewell. 253 pages, illustrated. New York: The 
Macmillan Co., 1920. 

The work of our Red Cross in Italy has been, as an 
Italian said, ‘“‘Not merely a work of compassion, Sut also 
a work of large constructive statesmanship.”’ 

In this book the story of the Red Cross is told from a lit- 
erary and human rather than a statistical standpoint. It is 
valuable for its description of Italy at the beginning of the 
war and during it, and for pictures of characters now his- 
torical. D’Annunzia was “a small insignificant looking man 
with a thin voice.’’ Others are briefly sketched. The pho- 
tographs of persons and scenes are one of its charms. It 
gives a vivid picture of the conditions due to the war, and 
deserves a place among historical writings. 
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The Lone Scout, A Tale of the United States Public Health 
Service. By Edward Champe Carter, with a Foreword by 
William C. Gorgas, Surgeon-General, U. S. A. (retired), 
240 pages. Boston: The Cornhill Co., 1920. 

Dr. Gorgas tells us that Dr. Carter originated’ the idea of 
using Boy Scouts in the control of malaria. Dr. Carter 
relates an interesting story, which would undoubtedly have 
a strong appeal to boys of the Scout age. It is full of 
useful information from how to make a chicken pie and 
many other delicacies to accurate methods of distinguishing 
various bers of the Anopheles family; and this is woven 
into the plot in such a manner that the boys will absorb it 
subconsciously. 

As a story it is slightly confusing if strictly analyzed. 
owing to the fact that too many characters are introduced 
for the length of the story. However, as regards its appeal 
to boys, it should rival the Henty and Alger books which 
youngsters so often devour. Its ideals and its purpose are 
most praiseworthy. 


Optimistic Medicine, or the Early Treatment of Simple Prob- 
lems Rather than the Late Treatment of Serious Prob- 
lems. By a Former Insurance Man. 318 pages. Phila- 
delphia: F. A. Davis Co., 1921. 

We wonder why the author of the book concealed his 
identity. He has nothing to be ashamed of, so far as we 
can see. 

The book is essentially popular rather than technical or 
scholarly. It contains generalities regarding proper living, 
proper and improper eating, means by which the physician 
may impress the laws of hygiene upon boys and girls 
and men and women, how to teach adolescents the need of 
caring for the teeth and various parts of the body, and the 
truth that beauty is health. It will no doubt be well worth 
the while of physicians and the laity as well. 


The Eye, the Ear, and the Nose and Throat. The Eye. By 
Casey A. Wood, C.M., M.D., D.C.L., Colonel, M.R.C., U. 
S. Army; Emeritus Professor of Ophthalmology, College 
of Medicine, University of Illinois; Consulting Ophthal- 
mologist, Cook County Hospital; Consulting Ophthalmic 
Surgeon, St. Luke’s Hospital, Chicago. The Ear. By Al- 
bert H. Andrews, M.D., Professor of Otology, Rhinology 
and Laryngology, Chicago Polyclinic; Oculist and Aurist, 
Chicago, Rock Island and Pacific Railway, etc. The Nose 
and Throat. By George E. Shambaugh, M.D., Professor 
of Otology, Rhinology and Laryngology, Rush Medice 
College; Otologist of the Presbyterian Hospital. Chicago 
Year Book Publishers. 

This little volume, published primarily for the general 
practitioner, is one of a series of eight, covering the entire 
field of medicine and surgery, each volume being complete on 
the subject of which it treats. It is really surprising how 
completely and thoroughly the ground has been covered in 
this tabloid review, and the eye, ear, nose and throat spe- 
cialist as well as the general practitioner will find it a 
valuable occupant of the handbag or pocket. 


Hygiene of Communicable Diseases. A Handbook for Sani- 
tarians, Medical Officers of the Army and Navy and Gen- 
eral Practitioners. By Francis M. Munson, M.D., Lieu- 
tenant, Medical Corps, U.S.N. (retired); Lecturer on Hy- 
giene and Instructor in Miltary Surgery, School of Medi- 
cine, Georgetown University; Formerly Instructor in Med- 
ical Zoology, Georgetown College; Late Brigade Surgeon, 
and Provisional Brigade, U. S. Marines. 793 pages, illus- 
trated. New York: Paul B. Hoeber, 1920. 
The book discusses the causes of i 

theories of immunity, theories of prevention, methods of 
disinfection, hospital, military, naval, railway, rural and 
municipal sanitation. The chapter on sanitary measures 
following great disasters is unusual and interesting. In the 
latter fourth of the book, specific diseases are classified and 
treated according to the method of communication: those 
spread by oral and nasal discharge, the fecal borne, vene- 
real, insect borne, and methods of guarding against them 
are described. The book is useful to the public health 
worker, the physician and the sanitary engineer. 


hl. 


Normal Histology, with Special Reference to the Structure 
of the Human Body. By George A. Piersol, M.D., Sc.D., 
Professor of Anatomy in the University of Pennsylvania. 
438 illustrations, 88 of which are in colors. 418 pages. 
Twelfth edition. Philadelphia and London: J. B. Lippin- 
cott Co., 1920. 

Assuming that the student does not know or has forgotten 
the gross appearance of the organs whose tissues are to be 
studied, the author includes a description of each organ as 
it is taken up. The field of histology is covered from an 
interesting and unprejudiced viewpoint. The appendix con- 
tains a description of fixation and preservation of tissues, 
mounting and staining methods, ete. The book is thoroughly 
scientific and is useful for beginning medical students. 
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The Blind. Their Condition and the Work Being Done for 
Them in the United States. By Harry Best, Ph.D., Au- 
thor of “The Deaf: Their Position in Society and the Pro- 
vision for Their Education in the United States.” New 
York: The Macmillan Company. 

This book is a valuable contribution to sociologic as well 
as to scientific organizations. The author has undertaken to 
present a thorough and accurate survey of the condition of 
the blind in America and of the work being done for them. 
The book is divided into seven parts each subdivided into 
appropriate chapters dealing under appropriate headings with 
general conditions, prevention of blindness, education of 
the blind children, intellectual provision for the adult blind, 
material provision for the blind and a review of all organi- 
zations interested in the welfare of the blind. 


A General Introduction to Psychoanalysis. By Prof. Sige 
mund Freud, LL.D. Authorized translation. with a pref- 
ace by G. Stanley Hall, President, Clark University. 406 
pages. New York: Boni & Liveright, 1920. 

Freud is one of the most original, if not the most original, 
of modern psychologists. He is a disciple of the great 
Wundt, who founded the first laboratory in the world for 
experimental psychology. In his teachings he has gone be- 
yond his teacher, and he builds his psychology chiefly on 
the topics which Wundt neglects: the unconscious, the ab- 
normal, sex, and affectivity generally. Although he in his 
turn has pupils who have gone beyond him, he holds his 
place as one of the greatest contributors to science. 

His interpretation of dreams and involuntary or uncon- 
scious words and acts in terms of subconscious repressed 
sex impulses has been given widest attention by students of 
literature and science. We feel, as do some of his followers, 
that this side of his theory is exaggerated. Though no 
doubt sex instincts play a far larger role in our conduct 
than we admit, the reviewer believes they do not, as he 
would have us believe, dominate every other impulse. 

It is to be regretted that Freud separates the field of 
psychology from that of physiology. 

This volume shows the learned scientist as a popularizer, 
writing to portray his philosophy to the average layman. 
It will no doubt be widely read. 


Southern Medical News 


ALABAMA 


Plans for the construction of the first unit of the Alabama 
Home for the Feeble-minded, Tuscaloosa, have been com- 
pcg The approximate cost of the building will be 

75, 5 

Dr. George C. Marlette, Bay Minette, has been appointed 
Full-time Health Officer for Baldwin County. 

At a conference between Dr. S. W. Welch, State Health 
Officer, Montgomery, and officials of the International 
Health Board, recently held in Baltimore, the Board appro- 
priated $25,000 for 1921 for the organization of additional 
county health units and further extension of malaria control 
work in Alabama. ‘ 

A Children’s Clinic has been established in Madison County. 
Funds for this Clinic were secured through the sale of 
Christmas Red Cross seals. 

The addition to St. Margaret’s Hospital, Montgomery, has 
been completed and opened for the reception of patients. 
It is a four-story building and will accommodate forty-one 
patients. 

Dr. Clarence Kelley Gilder, Garona, and Miss Clyda Broth- 
erton, Birmingham, were married December 22. 


Deaths 
Dr. Francis L. Sanderson, Ramer, aged 47, died Feb- 
ruary 11. 
Dr. Franklin Pearce Landers, Gadsden, aged 64, died Feb- 
ruary 23 following an operation for appendicitis. 
Dr. Andrew Maury Woodson, Birmingham, aged 46, died 
February 13 from pneumonia. 


ARKANSAS 
The City Clinic, Little Rock, has been discontinued. Pa- 
tients will in future be referred to the Isaac Folsom Clinic. 
An appropriation of $60,000 has been made by Congress 
for the completion of the Government free bath house at 
Hot Springs Reservation. 
A free clinic for women and children has been opened in 
Fort Smith in the Community Building. The clinic has the 
co-operation of the Sebastian County Medical Society. 
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Dr. Robert B. Corney, Physician at the State Penitentiary 
at Cummins, has resigned. 

Dr. Harry Herr Smiley and Mrs. Jodie Williams Reed, 
both of Texarkana, were married February 19. 

Dr. Marion Nicholas York and Miss Essie Octavia Tillery, 
both of Little Rock, were married February 12. 

Dr. DaCosta Walker and Miss Toka Ann Stewart, both 
of Hot Springs, were married February 6. 

Deaths 

Dr. Hamer S. Beasley, Pearson, aged 51, died January 27. 

Dr. Cornelius B. Dunn, Camden, aged 73, died February 7. 

Dr. Will T. Atkins, Bates, aged 53, died the latter part 
of December from carcinoma of the tongue. 


DISTRICT OF COLUMBIA 


The dates of the International Congress of Ophthalmology, 
to be held under the auspices of the American Ophthalmo- 
logical Society, the American Academy of Ophthalmology 
and Oto-Laryngology and Fellows of the Section on Oph- 
thalmology of the American Medical Association, at Wash- 
ington, have been changed from April 18-21, 1922, to April 
25-28, 1922. 

Dr. Hugh S. Cumming. Surgeon-General, Public Health 
Service, Washington, on February 28 called a meeting of 
the state and Federal officers from several of the large 
Atlantic ports and discussed the occurrence of typhus cases 
among immigrants from Europe. 

Dr. Charles W. Richardson, Washington, recently received 
the honorary degree of Doctor of Science from the George 
Washington University. 

Admiral Cary T. Grayson, Washington, has been ordered 
to duty as Officer in Charge of the Naval Dispensary at 
Washington. 

Deaths 
Dr. Louis C. Purman, Washington, died January 26. 


FLORIDA 

A large sanitarium, to cost $20,000,000, is to be erected on 
4,000 acres of ground near Jacksonville by a syndicate. 

Dr. J. H. Hodges, Gainesville, has succeeded Dr. Loren A. 
Greene as Superintendent of the Florida Farm Colony for 
Epileptic and Feeble-minded at Gainesville. 

Dr. Henry O. Snow has succeeded Dr. Roscoe E. Glass as 
Physician of Hillsborough County. 

The State Board of Health and Dr. G. R. Holden, Jack- 
sonville, have arranged a clinic where certain classes of 
cancer patients will receive free radium treatment. 

Dr. Benjamin F. Hodsdon, Miami, has resigned as a 
member of the City Board of Health. 

Dr. J. G. Lester, Bartow, has been appointed Physician of 
Polk County. 

The State Board of Health will establish a laboratory at 
Orlando to serve the needs of Central Florida. Quarters and 
all facilities, except laboratory equipment, will be provided 
by Orange and Seminole Counties and the Orlando Chamber 
of Commerce. 

Deaths 

Dr. Benjamin Claude Dodds, Sanford, aged 39, died Feb- 

ruary 15, following an operation for appendicitis. 


GEORGIA 

The State Board of Health Laboratory Directors of the 
Southern states held a conference in Atlanta March 18-19. 
Laboratory problems peculiar to Southern state boards of 
health were discussed. 

Dr. James A. Thrash, Columbus. has been appointed City 
Health Officer to succeed Dr. B. J. Fitzmorris. 

The Wesley Memorial Hospital and Candler Memorial Hos- 
pital for Women and Children is being constructed at At- 
lanta. A fund of $1,000,000 was given by the children of 
Asa G. Candler as a memorial to their mother to be used in 
the construction of the building. The Emory University 
School of Medicine will use the facilities of the hospital in 
training its students. A campaign for special equipment is 
being conducted by Methodists of Georgia and neighboring 
states. 

The Talbot County Medical Association was recently or- 
ganized. The following officers were elected: Dr. J. B. 
Douglas, Talbotton, President; Dr. J..E. Peeler, Woodland, 
Vice-President; Dr. C. C. Carson, Talbotton, Secretary- 
Treasurer. 

Dr. T. D. Longino, Atlanta, has been elected Vice-Presi- 
dent of the Board of Trustees of Grady Hospital. 

The Lamar County Medical Association was recently or- 
ganized. The following officers were elected: Dr. John M. 
F. Barron, Milner, President; Dr. Clarence H. Willis, Barnes- 
ville, Vice-President; Dr. John M. Anderson, Barnesville, 
Secretary-Treasurer. 

Dr. june H. Doughty, Jr., Augusta, has been re-elected 
President of the State Board of Health. 
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An active campaign for funds for the erection of a me- 
morial to Dr. Robert Battey is being conducted by committees 
of Rome physicians and members of the Women’s Auxiliary 
of the Floyd County Medical Society. It is hoped that the 
memorial will be unveiled May 4 in connection with the 
meeting of the Georgia State Medical Association. 

Dr. James H. McDuffie, Columbus, has been re-elected 
Vice-President of the State Boaid of Health. 


Deaths 

Dr. Samuel P. Ousley, Macon, died January 20 from 
cerebral hemorrhage. 

Dr. James Fulton Wilson, Waycross, aged 73, died January 
17 from cerebral hemorrhage. 

Dr. Robert H. Mobley, Uvalda, aged 39, died January 18 
from heart disease. 

Dr. Robert I. Battle, Cartersville, aged 78, died January 23. 

Dr. William O. Trammell, Atlanta, aged 63, died Jan- 
uary 30. 


KENTUCKY 


Dr. Jethra Hancock, Louisville, has been appointed Di- 
rector of the Bureau of Venereal Diseases of the State Board 
of Health to succeed Dr. Milton Board, who has accepted a 
position in Washington in the psychiatric work of the 
United States Public Health Service. 

A sum of $5,000 has been appropriated by Scott County, 
which is to be supplemented by $2,500 each from the State 
and the Rockefeller Foundation, for the maintenance of a 
full-time health department. Twenty-five hundred dollars 
was also appropriated for current expenses of the John 
Graves Ford Memorial Hospital. 

The following officers have been elected for Carlisle County 
Medical Society: Dr. R. C. Barrow, President; Dr. J. F. 
Dunn, Vice-President; Dr. W. Payne, Secretary-Treas- 


urer. 
The following are officers for McCreary County Medical 
Society: Dr. A. A. Weddle, President; Dr. W. R. Cundiff, 
Vice-President; Dr. R. M. Smith, Secretary-Treasurer. 
New officers for Daviess County Medical Society are as 
follows: Dr. C. M. Rice, Sutherland, President; Dr. W. H. 
Strother, Owensboro, Vice-President; Dr. J. J. Rodman, 
Secretary-Treasurer. 
The following officers have been elected for Fleming 
caeney Medical Society: Dr. E. T. Runyan, President; Dr. 
Jessee, Vice-President; Dr. C. W. Aitkin, Secretary- 


New officers for Henderson County Medical Society are: 
Dr. J. U. Ridley, President; Dr. C. R. Tanner, Vice-Presi- 
dent; Dr. Peyton Ligon, Secretary-Treasurer. 


The following have been elected officers: for Christian 
County Medical Society: Dr. F. P. Thomas, Hopkinsville, 
President; Dr. W. S. Sandbach, Pembroke, Vice-President ; 
Dr. E. McD. Trabue, Pembroke, Secretary-Treasurer. 

The following are officers for Marshall County Medical 
Society: Dr. S. L. Henson, President; Dr. L. E. Stinson, 
Viee-President; Dr. E. D. Covington, "Secretary-Treasurer. 

At a recent meeting of the Harrison County Medical So- 
ciety the following officers were elected: Dr. Josephus 
Martin, President; Dr. C. L. Swinford, Vice-President; Dr. 

| we Secretary; Dr. B. B. Petty, Treasurer. 

Dr. C. Roemele has been appointed Physician of the 
esthiee Reformatory to succeed Dr. Lindsay H. Morrison. 

The Fulton Academy of Medicine has been organized at 
Fulton. Dr. John M. Alexander was elected President, and 
Dr. Henry T. Alexander, Secretary. 

The annual meeting of the Louisville Eye and Ear Society 
was held on January 13, at which time the following of- 
ficers were elected: Dr. Walter Dean, President; Dr. J. R. 
Peabody, Vice-President; Dr. Gaylord C. Hall, Secretary- 
Treasurer. 

The following officers have been elected for Crittenden 
County Medical Society: Dr. T. A. Frazer, President; Dr. 
W. C. Davis, Vice-President; Dr. C. G. Moreland, Secretary- 
Treasurer. 

The Wayne County Medical Society has elected the follow- 
ing officers: Dr. O. M. Carter, President; Dr. C. B. Rankin, 
Vice-President; Dr. J. F. Young, Secretary; Dr. T. H. Gamb- 
lin, Treasurer. 

The following are officers for McCracken County Medical 
Society: Dr. L. Molloy, President; Dr. R. Kidd, Vice- 
President; Dr. Vernon Blythe, Secretary. 

The following are new officers for Hickman County ot 
ical Society: Dr. E. B. McMorries, President; Dr. E. 
McCarty, Vice-President; Dr. W. F. Peebles, ccsatlicy. 
Treasurer. 

Officers for Russell County Medical Society are: Dr. J. B. 
Tartar, Russell Springs, President; Dr. W. G. D. Flanagan, 
Jamestown, Vice-President; Dr. J. B. Scholl, Jabez, Secre- 
tary-Treasurer. 

The following are new officers for Montgomery Coeney 


Medical Society: Dr. O. P. Henry, President; Dr. 
McKenna, Vice-President; Dr. J. F. Knox, Secretary-Treas- 
urer. 
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The Oldham County Medical Society, at a eg meeting, 


elected Dr. H. B. Blaydes, President, and Dr. S. J. Smock, 
Secretary, 
Dr. C. B. Kobert, Lebanon, has been appointed to head 


the State Board of Health’s Bureau for the Prevention of 
Blindness and Trachoma. 

Dr. James M. Hubbard, Hickman, has been appointed 
Health Officer of Fulton County, and Dr. John M. Alexan- 
der, Fulton, Assistant Health Officer. 

Fulton County plans to spend $12,000 during the year for 
work of the health department. Two full-time health of- 
ficers will be substituted for its former part-time officer, a 


sanitary inspector and four public health nurses will be 
employed. 
Dr. Z. M. Abshire has removed from Hazard to Buckhorn 


and will be associated with Drs. Gross and Collins. 
Deaths 
Dr. Alexander Henry Falconer, 
February 19 from heart disease. 
Dr. C. L. Venable, Franklin, aged 53, died February 21 
from pneumonia. 
Dr. James R. Cottell, 
23 from nephritis. 


Louisville, aged 46, died 


Louisville, aged 30, died February 


LOUISIANA 


During the year malaria surveys will be made of the 
districts around Lake Charles, Franklin and Holly Ridge. 
The towns to be benefited by the survey will be asked to bear 
50 per cent of the expense and the Rockefeller Foundation 
will contribute the other half. 

Dr. Roy B. Harrison, New Orleans, was recently elected 
Secretary-Treasurer of the State Board of Medical Exam- 
iners. 

At the recent meeting of the Fifth District oo So- 
ciety the following officers were elected: Dr. F. Bennett, 
Monroe, President; Dr. Fisher, Choudrant, Fires Vice- 
President; Dr. J. M. Funderburk, Winnsboro, Second Vice- 
President; Dr. C. H. Mosely, Monroe, Secretary-Treasurer. 
The next meeting will be held at Ruston June 14. 


Dr. A. Leigh, Lecompte, has removed to Zenoria. 
— E. A. Patton has removed from Midway to Hearne, 
‘ex. 

Deaths 

Dr. Johnson Franklin McKneely, Clinton, aged 30, died 
January 26. 

Dr. John Philip Berge, New Orleans, aged 60, died Feb- 
ruary 7. 


Dr. Mark Russell McAlpin, Leesville, aged 64, died Jan- 
uary 31 from heart disease. 


MARYLAND 


At the annual meeting of the Officers and Councilors of 
the American College of Physicians, held at Baltimore Feb- 
ruary 25, the following officers were elected: Dr. James 
Anders, Philadelphia, Pa., President; Dr. Frederick Tice, 
Chicago, Ill., First Vice-President; Dr. C. C. Bass, New 
Orleans, La., Second Vice-President; Dr. Frank Smithies, 
Chicago, Ill., Secretary-General ; Dr. Clement R. Jones, Pitts- 
burgh,. Pa., Treasurer. 

‘At the annual meeting of the American Congress on 
Internal Medicine, held in Baltimore February 21-26, the 
following officers were elected: Dr. Sydney R. Miller, Bal- 
timore, President; Dr. Ellsworth S. Smith, St. Louis, Mo., 
First Vice-President; Dr. James Rae Arneill, Denever, Colo., 
Second Vice-President; Dr. Frank Smithies, Chicago, IIl., 
Secretary-General; Dr. Clement R. Jones, Pittsburgh, Pa., 
Tréasurer. 

Plans are being made by the U. S. Public Health Service 
to enlarge the qxarantine station at Baltimore. 

Alumnae of the Johns Hopkins Hospital School of Nurs- 
ing have started a campaign to ‘raise an endowment fund of 
$1,000,000. Miss Adelaide Nutting, Head of the Department 
of Nursing at Columbia University, is Chairman of the Ex- 
ecutive Committee. Miss Elizabeth Fox, Director of Public 
Health Nursing for the American Red Cross in Washington, 
bt organize Regional Committees throughout the United 
tates. 

Dr. Carlisle S. Lentz, who resigned as Assistant Superin- 
tendent of the Johns Hopkins Hospital, is now Superintend- 
ent of the University Hospital, Augusta, Ga. 

It was announced at the Founders’ Day celebration of the 
Johns Hopkins Hospital, Baltimore, February 22, that the 
trustees of the University would supplement the fund of 
$215,000 raised by the Alumni Association for a memorial 
dormitory building at Homewood. Dr. James Schouler’s will 
provides for a gift of $14,500, and this added to a previous 
gift brings the benefaction to $25,000, which will be added 
to the endowment fund. The will of William Bennet Paca 
provides that the bulk of his estate, valued at about $100,000, 
be given to the Johns Hopkins University. 


(Continued on page 38) 
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CANCER ODORS 


—and the malodorous dejecta of typhoid and other intestinal 
cases come under the same category— 
can be made materially less prejudicial to the nurse’s health if 
you permit her to insert a tuft of “Nazeptic Wool” in each nostril 
before she dresses the cancer or empties the used vessel. 
“Nazeptic Wool” is absorbent cotton medicated with phenol, euca- 
lyptol, methyl-salicylate and menthol; such odors, when filtered 
through the “Wool” during inhalation, are materially antisep- 
ticized. Samples are available. 


SHARP & DOHME of Baltimore 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade bark, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS, 


Chemists 


| 
i 
ng, i 
ek, 
ad j 
of 
ed 
4 
or 
rf - 
a 
be 4 
rn { 
d 
4 
a 
a 


38 SOUTHERN 


MEDICAL JOURNAL 


April 1921 


A QUESTION 


Why is B. B. CULTURE proving so 
oopular with the physicians of the 
South in treatment of infant entero- 
colitis ? 


THE ANSWER 


Because it is a culture of Bacillus 
Bulgaricus which is viable, econom- 
ical, and at the same time shows 
prompt and positive RESULTS. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


(Continued from page 346) 
Deaths 

Dr. John I. R. Krozer, Baltimore, aged 93, died February 
22 from pneumonia. 

Dr. John A. Robb, Catonsville, aged 61, died January 30 
from pneumonia. 

MISSISSIPPI 

The St. John’s Clinic, Bay St. Louis, non-sectarian, was 

formally opened January 31. The clinic is under manage- 


ment of physicians of Bay St. Louis and their services will 
be rendered without charge to the indigent sick. 


Deaths 
Dr. Paul Green Pope, Grenada, aged 32, died February 21. 
Dr. Peter Fairly, Jackson, aged 81, died February 6 from 
heart disease. 


MISSOURI 


The third annual meeting of the Western Electrothera- 
peutic Association will be held in Kansas City April 21-22. 
A three days’ session of the Western School of Electro- 
therapy will precede this meeting, beginning April 18. Dr. 
Charles Wood Fassett, Kansas City, is Secretary. 

A banquet in honor of the eightieth birthday of Dr. An- 
drew W. McAlester, Columbia, former Dean of the School of 
Medicine of the University of Missouri, was given by the 
Boone County Medical Association on February 15. 

The annual convention of the National League of Nursing 
Education and the National Organization of Public Health 
Nursing will be held in Kansas City April 11-15. 

Dr. B. A. Wilkes, St. Louis, has been elected Superintend- 
ent of the Missouri Baptist Sanatorium in St. Louis to suc- 
ceed Mr. J. S. Whaton, deceased. 

Dr. Emmett P. North, St. Louis, has been elected Presi- 
dent of the State Board of Health. 

Dr. Eli K. Marshall, Professor of Pharmacology of Wash- 
ington University, St. Louis, was recently elected Professor 
of Physiology of Johns Hopkins Medical School, Baltimore. 

The Federal Government has taken charge of Wesley Hos- 
pital, Kansas City, and will be used as a hospital for the 
care and treatment of wounded soldiers, under the direction 
of the U. S. Public Health Service. 

Dr. Paul V. Woolley, Kansas City, has been appointed 
Police Surgeon of Kansas City, succeeding Dr. Chas. R. 
Revelle, resigned. 


(Continued on page 40) 


standard rates. 
desired. 


specimen is sent. 


DR. WILLIAM KRAUSS’ 


Physicians’ Laboratory 


SHIPPING ADDRESS: GOODWYN INSTITUTE 
MAIL ADDRESS: DeSOTO STATION 


MEMPHIS, TENN. 


All recognized procedures for clinical purposes carried out by standard 
methods in a completely equipped laboratory by competent workers at 


Modifications of the WASSERMANN test added to regular test when 


Photomicrographs of tissue sections must be requested at the time the 


Reports sent as expeditiously as is consistent with correct procedure. 
Water and milk for plating and animal tissue for anthrax or rabies should 
be sent on ice by special messenger. 
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For The Surgeon 


Bard-Parker Knife 


it’s Sharp! 


Ask Your Dealer 


Bard-Parker Company, Inc., New York 


It’s Sharp! 


That is the opinion expressed 
by all surgeons who have used 


this 
BARD-PARKER KNIFE 


Designed to eliminate the nui- 
sance and uncertainty of re- 
sharpening by means of re- 
newable blades, which have 
the sharpest cutting edge at- 
tainable. = 
The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
The illustration demonstrates its simplicity, the price its economy. 

Blades in packages containing 6 of one size. Order by size number. 


Handles, all sizes, each, $1.00. Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 
Blades, all sizes, per dozen, $1.50. Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 
Pocket Cases for 2 Handles and a dozen Blades. Leather Cases, $1.50. Khaki Cases, $1.00. 

MAIL ORDERS RECEIVE SPECIAL ATTENTION. 


DOSTER-NORTHINGTON DRUG CO. 
Surgical Instruments and Hospital Supplies , 
BIRMINGHAM, ALABAMA 
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SAVE MONEY ON 


YOUR X-RAY svpp.ics 


Get our price list and discounts on quantities before you 
purchase 
HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 
10% TO 25% ON X-RAY LABORATORY COSTS. 


AMONG THE MANY ARTICLES SOLD ARE: 


X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
rere Ilford or X-ograph metal backed. Fast or slow 
emuls: 

BARIUM SULPHATE. For stomach work. 
Low price. 

COOLIDGE X-RAY TUBES. 65 styles,-10 or 380 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 

ese will end your dark room troubles. 5 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and ples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

eens GLOVES AND APRONS. (New type glove, lower 
priced. 

FILING ENVELOPES with printed X-ray form. 
plates.) Order direct or through your dealer. 


If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 


Finest grade. 


(For used 


(Continued from page 38) 


The Missouri Society for Mental Hygiene was organized 
in St. Louis on January 13. The following officers were 
elected: Dr. Malcolm A. Bliss, President; Dr. James F. 
McFadden, Secretary; Dr. J. E. Wallace Wallin, Treasurer. 

Dr. R. E. Castelaw, Superintendent of Wesley Hospital, 
Kansas City, has resigned and accepted the Superintendency 
of the Christian Church Hospital, Kansas City. 

Dr. Paul C. Schnoebelen, St. Louis, announces the opening 
of his offices in the Humboldt Building. Practice limited 
to internal medicine and diagnosis. 


Dr. Ephraim D. Hatcher, Granite City, Ill., has been ap- 
pointed Assistant Physician at State Hospital No. 3, Nevada, 
Missouri. 

Deaths 


Dr. Byron N. Stevens, Chillicothe, aged 77, died January 
26 from cerebral hemorrhage. 
Dr. Gregory S. Miller, St. Louis, aged 45, died Decem- 


Dr. Harrison S. Marsh, Kansas City, aged 35, died Feb- 
ruary 10 following an operation. 

Dr. James C. Smith, St. Joseph, aged 63, died January 27. 

Dr. John D. McClain, Anniston, aged 73, died January 24. 

Dr. William Ambroise Hulen, Kansas City, aged 58, died 
January 26. 

Dr. Isaac N. Enloe, Jefferson City, aged 60, died Feb- 


| ruary 15. 


Dr. Hugh P. Mack, St. Louis, aged 57, died January 22. 
Dr. William McFarland Brown, Springfield, aged 59, died 


| February 12 from heart disease. 


Dr. Oscar H. Helbig, St. Louis, aged 86, died February 7 
from senile debility. 
Dr. John T. Elder, Syracuse, aged 49, died January 28. 


NORTH CAROLINA 


The new private pavilion for Mount Sinai Hospital, Mount 
Sinai, is under construction. The building covers a_ block. 
There will be 131 private rooms, out of which 75 have indi- 
vidual balconies. The Mount Sinai group consists of seven- 
teen buildings, ranging in height from two to eight stories. 
The enlarged hospital will have a capacity of 750 beds. 


(Continued on page 42) 


PATHOLOGY 
Allen H. Bunce, A.B., M.D. 


methods and technique are used. 


treatment are indicated. 


Laboratories of Drs. Bunce and Landham 
ATLANTA, GEORGIA 


DEPARTMENTS 


BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
George F. Klugh, B.S., M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 


DRS. BUNCE AND LANDHAM, Healey Bldg., Atlanta, Georgia 


Jackson W. Landham, M.D. 


Only standardized 
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Beware Gluten 


66 LUTEN Bread is the Diabetic’s worst enemy”—declared the late Dr. 

Janeway, probably America’s greatest physician. There is not .a 
gluten bread that does not contain starch in amount rarely less than 20% 
and often more than 40%. The safe way is to prescribe a flour with the 
analysis on each package showing it to be strictly non-carbohydrate, such as 


DIABETI 
FLOUR 


Absolutely Starchless 


Made strictly from specially blended caseins of milk, it is necessarily free 

from the slightest trace of starch; and it is relieved by special process from 

all traces of sugar. Lister’s Flour is self-rising and can be made easily and 

guickly into substantial, satisfying Diabetic Bread and delicious Cookiés, 

Muffins, Doughnuts, etc., all strictly non-carbohydrate. Packed in small, 

carefully weighed boxes—one for each day—suitable for a “strict diet’ or 
part of a liberal diet. 


One Month’s Supply (30 Boxes) - $4.85 
Fifteen Days’ Supply (15 Boxes) - 2.75 


Sent direct to the Physician or to his patient. Or write to us for the name 
of our druggist-agent nearest to you. 


LISTER BROS., Inc., 405 Lexington Ave., New York 


Coast StaTes—Starchless Food Co. CanaDA—W. Lloyd Wood 
412 Kerckhoff Bldg., Los Angeles, Cal. 64 Gerrard St., Toronto, Can. 
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Dr. George B. Adams 


SAYS: 


“Reinforce your clinical diagnosis 
with 
laboratory findings.” 


Your attention is invited to our 
modern laboratories, where no effort 
is spared to make our work reliable. 


With our PRESENT SYSTEM we 
are rendering efficient and prompt 
service to physicians in all the South- 
ern States. 

TISSUE SPECIMENS carefully ex- 
amined in serial sections and a de- 
tailed report made of the histopathol- 
ogy present. 

WASSERMANN TEST done with 
reagents of the highest purity, and a 
check test is done on all specimens. 


BACTERIA responsible for infec- 
tion identified and AUTOGENOUS 


VACCINES prepared. The vaccine is 
dispensed in convenient and practical 


containers. 

GENERAL LABORATORY EX- 
AMINATIONS are equally invited and 
efficiently made. 


PASTEUR TREATMENT mailed 
to remote locations and successfully 
administered to patients by their fam- 
ily physician. 


Containers for mailing specimen 
and fee list furnished on request. 


DR. GEORGE B. ADAMS 


Clinical Laboratories 
705-709 Maison Blanche Annex 
New Orleans 


(Continued from page 40) 


Dr. C. McLaughlin, Charlotte, has been elected Physi- 
cian for County. 

Dr. Wilmer L. Grantham, Asheville, announces the asso- 
ciation with him of Dr. David W. Harris. Practice limited 
to urology, syphilology and proctology. 

Dr. John V. Hunter has been elected Physician and 
Quarantine Officer of Randolph County. 

Dr. Russell has been appointed Healih Officer of 
Yadkin County. 

Dr. Grover Wilkes has been appointed Physician of Jack- 
son County. 

Dr. Goan. M. Matthews, Charlotte, and Miss Naomi Fogel, 
Binghamton, were married January 15. 

Deaths 

Dr. Theodore Franklin Pharr, Concord, aged 69, died in 
Charlotte February 12. 

Dr. Julius Jackson Barefoot, Graham, aged 36, died Feb- 
ruary 17 from pneumonia. 


OKLAHOMA 


New officers elected for Phillips warp 4 Medical Society 
are as follows: Dr. M. Fink, President; Dr. E. T. Brown, 
Lexa, Vice-President; Dr. J. W. Butts, Secretary-Treasurer. 

The following officers have been elected for Woodruff 
County Medical Society: Dr. R. L. Fraser, President; Dr. R. 
N. Smith, Vice-President; Dr. L. E. Biles, Secretary-Treas- 
urer. 
Drs. Sam McKeel and W. E. Boyce, Ada, have formed a 
partnership. 

Dr. R. L. Kurtz, Nowata, has been reappointed Surgeon 
for the Missouri Pacific Railway. 

A two-story brick building has been purchased by the 
staff of the Okmulgee Clinic. The first floor will be used 
for offices, consultation and waiting rooms; the second floor 
for Po minor operative work and laboratories. 

recent meeting of the McCurtain ear Medical 


At 
P eclo the following officers were elected: Dr. A. S. Gray- 


(Continued on page 44) 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


PATENTED 


A washable 
A b dominal 
Sup porter 
.adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 


nal sup- 

porter is needed. For General Support—as 

in Visceroptosis, etc. For Special Support— 

as in Hernia, Relaxed Sacro-Iliac Articula- 

tions, etc. For Post-Operative Support—as 

after operations upon the stomach, gall 

bladder, etc. 

Illustrated descriptive folder with samples 

of materials and physicians’ testimonials 

will be forwarded upon request. 

All Mail Orders Filled at Philadelphia 

—Within 24 Hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 


| 
42 
| 
| 


Vol. XIV No. 4 


SOUTHERN MEDICAL JOURNAL 


"RADIUM of purity 
in any quantity. 

Patented glazed plaques 
for superficial condition. 

Tube and needle applicators 
for deep therapy. 

Apparatus for radium emanation 
installed by our Dept. of Physics. 


All our meron and ap- 


after bieviag 
been proven therapeutically 
practicable. 

U. S. Bureau of Standards 
Certificate. 

Our Departments of Physics 
and Medicine give instruction 
in the physics and therapeu- 
tic application of Radium. 


respiration. 


READY FOR 
IMMEDIATE 


Dr. M. M. Cullom’s Mouth Gag 


WirH Two TONGUE DEPRESSORS 
FOR ADULTS AND CHILDREN 


DELIVERY 


The tongue depressors on this mouth gag 
have a vertical adjustment and can be attached 
or detached instantly. Instead of crowding the 
tongue into the larynx, they exert a lifting 
force on the base of the tongue and permit free 


V. MUELLER & COMPANY 


1771-1789 Ogden Ave., 


CHICAGO 


‘ q 
43 
Astor Trust Bllg NEW YORK Fifth Ay. 442 St. 
| 
\ 
<> 
Eh | 
Bh 
/ 
| 
LZ i 
= 
° 


SOUTHERN MEDICAL JOURNAL 


April 1921 


_ Chicago, Ill 


THE GRADWOHL 
LABORATORIES 


928 N. Grand Ave. 
7 West Madison St. 


Our reputation insures good work for 
you. Write to us for literature and 
Free Containers. 


THE GRADWOHL TOURNIQUET 
helps you in vein punctures. You can 
have one for $1.50. Order one now. 


Our book on Blood and Urine Chem- 
istry is a complete treatise on this 
important subject. Send us your 
order. Price, $5.00. 


Hecht-Gradwohl plus Wassermann 


$5.00 


Get in touch with us if you want ex- 
pert laboratory service that will 
satisfy you. 


We are making this organization 
known to the medical profession as a 
Laboratory Consulting Point of High- 
est Order. 


For the information of those inter- 
ested, we are giving Laboratory In- 
struction at our Chicago plant only. 
Make reservations there for special 
work. 


(Continued from page 42) 


don, Idabel, President; Dr. A. W. Clarkson, Valliant, Vice- 
President; Dr. R. H. Sherrill, Broken Bow, re-elected Sec- 
retary-Treasurer. 

Dr. C. W. Pendergraft has resigned as Health Officer for 
Eanes County and has been succeeded by Dr. C. E. Collins, 

ollis. 

A Public Health Nurses’ Institute was held in Oklahoma 
City February 18-19, under the direction of the State Public 
Health Association. 

A venereal disease clinic has been established at McAlester, 
with Dr. C. F. Loy in charge. 

The Ponca City Hospital has been transferred to the Sis- 
ters of St. Joseph, Wichita. 

Dr. Walter Howard Miles, Oklahoma City, and Miss Rhoda 
ew: Norman, were married January 1 in Oklahoma 

ity. 

Deaths 


Dr. Leslie Sherman Skelton, Okmulgee, aged 55, died in 
a City, Mo., January 28. 
C. B. Dunn, Raiford, aged 75, died February 7. 
Dr. J. M. McComas, Elk City, aged 77, died February 24. 


SOUTH CAROLINA 


The Tri-State Medical Association, of the Carolinas and 
Virginia, met in Spartanburg February 16-17. The follow- 
ing officers were elected: Dr. William Wallace Fennel, 
Rock Hill, President; Drs. Hugh R. Black, Spartanburg, 
John T. Burrus, High Point, N. C., and Karl S. Blackwell, 
Richmond, Va., Vice-Presidents; Dr. James K. Hall, Rich- 
mond, Va., Secretary-Treasurer. The next meeting will be 
held in Norfolk. 

A mental hygiene survey of the State is being conducted 
by Dr. Victory B. Anderson, of the National Committee of 
Mental Hygiene. This survey is sponsored by the Child 
Welfare Commission. 

The Florence County Public Health Nursing Association 
was organized in February. The following officers were 
elected: Dr. H. Tucker Graham, Chairman; R. W. Sharkey, 
Vice-Chairman; Mrs. E. E. Howell, Secretary-Treasurer. 

At a recent meeting of the Laurens County Medical So- 
ciety the following officers were elected: Dr. B. O. Whitten, 


(Continued on page 46) 


NOTICE 


SHERMAN’S VACCINES 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 


This package has many superior features which 

assure asepsis, prevent leakage and facilitate 

the removal of contents. It is construct 

the well known Sherman principle. 

-The vial is amply strong which prevents break- 

age so frequent with shell vials. 

We are exclusive and pioneer producers of Bac- 

terial Vaccines. Originators of the asceptie bulk 
age. Pioneer in elucidation, experimenta- 

tion and clinical demonstration. 


The largest producers of 
Stock and Autogenous 
Bacterial Vaccines. 


MANUFACTURER 
BACTERIAL VACCINES 


U.S.A. 


“Sherman’s Vaccines are dependable Antigens.” 
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the Medical 


THE NATIONAL PATHOLOGICAL LABORATORIES OF CHICAGO, ST. LOUIS, DE- 
TROIT AND NEW YORK are Diagnostic Institutions, ideal in equipment and personnel. 
The Directors of the Laboratories are always at your service for personal cooperation 
in all diagnostic problems, : 

The following are a few items from the fee list: 


WASSERMANN TEST (Blood or Spinal Fluid) - - - - - $5.00 
We do the classical test. Any of the various modifications will be made upon request, 
without additional charge. Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - - - $5.00 


Accurate histological descriptions and diagnosis of tissues removed at operation should 
be part of the clinical record of all patients. 


AUTOGENOUS VACCINES - - - - += - += - = = $5.00 


We culture all specimens aerobically and anaerobically and isolate the offending organ- 
isms. Pipettes for collecting material for autogenous vaccines sent upon request. 


ANTI-RABIC VIRUS—Full Course Treatment - - - - - $25.00 
As improved and made under the personal supervision of Dr. D. L. Harris. (U. S. Gov- 
erment License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole Distribu- 
tors. Telegraph orders given prompt attention. Write for Booklet. 


X-RAY DEPARTMENT 


Offers the highest class of consultation service on moderate fees. Appointments may 
be made from 9 a. m. to 5 p. m 


NATIONAL PATHOLOGICAL LABORATORIES (Inc.) 
920 Peter Smith Bidg., DETROIT 
NEW YORK: 18 E. 41st St. CHICAGO: 5 S. Wabash Ave. ST. LOUIS: University Club Bidg. 


RENT THIS NINE MONTHS 


Standard Of The World 


There is only one standard of the world—reli- | 
able—dependable—accurate—and that the 
TYCOS, which has been adopted and is used by all 
insurance companies, the United States Govern- 
ment and medical authorities. 


Easy Rental Purchase Plan 
By our e fy purchase plan, after a first 
payment of only $2.50 we wi rent this TYCOS 
to you for nine months at $2.50 a month, at the end 
of which time it is your absolute property. You pay 


only the cash price—with no interest and no extras. 
Leather Case and Booklet Free 


THE WORLD WAR | 

mil Mill gg) With each TYCOS we give you free a handsome 

MADE CREDIT A BADGE OF HONOR morocco leather epeoanta 44-page instruction book- 
Pay for your Tycos in the same manner that let, which tells exactly how to use it. The TYCOS. 


you wees for your Liberty Bonds, Red registers both systolic and diastolic pressures. 
C. A. Pledges. Modern, scientific diagnosis demands the aid of an ac- 
curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1921 Model 
Self-verifying Sphygqmomanometer 


$2.50 Cash With Order Brings It. Ten Days Free Trial frst month's rent—$2.60 


of only $2.50 and allow you ten days free trial. chen yom Try it thoroughly for ten days. 
simply pay the balance, $22.50, in nine small monthly payments of $2. 60, and * Lap k with it, send it back at our expense 

the instrument is yours. You cannot buy it for less anywhere else. You only $2.50 a month to ane SEND FoR Your "Tyco pip 
cannot buy it on such easy terms except by the Aloe Easy Rental Purchase TODAY, Deo it NOW. Let it PROVE it’s usefulness to you. 


A. S. ALOE COMPANY, oustistties 561 Olive St. ST. LOUIS, MO. 
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QUICK SERVICE 
Largest Stock-Low Prices 


Surgical Instruments 


Cheap Instruments at 
cheap prices ana High 
Grade European in- 
struments at low 
prices. High grade 
only sent on orders 
unless others are spec- 
ified. 

We make Deformity 
Apparatus, Elastic 
Stockings, Sanitary 
Furniture, Instru- 
ments, etc. 

Holmes’ Treatment 
Chair for the special- 
ist. It revolves, raises, 
lowers. 

New modern Office 
Furniture, Sterilizers, 
etc, 


Write for Catalogue. 


The Max Wocher & Son Co. 


Hospitals Equipped Complete. 
CINCINNATI, OHIO 


“It Works Like 
a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform 
into the bladder in cases of tight stricture. 
His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
consultation, giving valuable ethical and prac- 
tical standards of work bringing therapeutic 
— and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical a. 
and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VIRGINIA 


(Continued from page 44) 


President; Dr. John W. Beason, Gray Court, Vice-President ; 
Dr. W. T. Pace, Gray Court, Secretary-Treasurer. 

Dr. George McF. Mood, Charleston, City Bacteriologist, 
has resigned his position and will be succeeded by Dr. 
Charles D. Boette. 

The following have been elected trustees of the South 
Carolina Medical College: Drs. William W. Fennell, Rock 
Hill, Harry H. Wyman, Aiken, Olin D. Busbee, Springfield, 
and William A. Tripp, Anderson. 

Deaths 


Dr. W. H. Prioleau, Charleston, died February 14. 


TENNESSEE 


The annex to the King’s Daughters’ Hospital, Columbia, is 
completed and ready for the reception of patients. The cost 
of the annex was $15,000. 

Officers elected for McNairy County Medical Association 
are as follows: Dr. H. C. Sanders, President; Dr. R. M. 
Kendricks, Vice-President; Dr. W. W. Wallace, Secretary- 
Treasurer. 

According to plans formulated at a recent meeting of the 
Montgomery County Medical Society, free medical clinics 
will be established in Clarksville’s schools. 

New officers for Montgomery County Medical Society are 
as follows: Dr. J. W. Brandau, President; Dr. R. B. Macon, 
Vice-President; Dr. H. H. onson, Secretary-Treasurer. 

The Robertson County Medical Society has been reorgan- 
ized. The following have been elected officers: Dr. W. B. 
Dye, Springfield, President; Dr. J. W. omas, Cross Plains, 
Vice-President; Dr. B. B. Sory, Cedar Hill, Secretary-Treas- 


urer. 

The following have been elected officers for Williamson 
County Medical Society: Dr. Dan German, President; Dr. 
J. O. Walker, Vice-President; Dr. K. S. Howlett, Secretary- 
Treasurer. 

Officers elected for Dick County Medical Society are 
as follows: Dr. G. C. Cannon, President; Dr. H. C. Guerin, 
Vice-President; Dr. W. J. Sugg, Secretary. 

— for Roane County Medical Society are as follows: 

Thos. H. Phillips, Rockwood, President; Dr. H. M. Carr, 
Sedaen. Vice-President; Dr. G. P. Zirkle, Kingston, Sec- 
retary; Dr. John Roberts, Kingston, Treasurer. 

The following are officers for Hickman County Medical 
Society: Dr. J Webb, President; Dr. C. V. Stephenson, 
Secretary-Treasurer. 

Hamblen County Medical Society has elected the following 
officers: Dr. J. W. Pierce, Tate, President; Dr. F. F. 
Painter, Morristown, Vice-President ; Dr. C. T. Carroll, 
Morristown, Secretary-Treasurer. 

Haywood County Medical Society has elected the following 
officers: Dr. G. T. Scott, President; Dr. J. C. Norvelle, 
Vice-President; Dr. J. L. Edwards, Secretary-Treasurer. 

It is reported that 190 new patients were cared for by the 
Knoxville Health Center Clinic during the month of January. 
This brings the total number of patients helped during the 
month to 708. 

Dr. John P. Lindsey and Miss Ida Belle Queener, both of 
Pruden, were married February 10. 

Deaths 

Dr. Joseph Alexander Venable, White Bluff, aged 47, died 
February 13 from heart disease. 

Dr. Thomas Harwell Craig, es Grove, aged 55, died 


February 8 following an operatio 
Dr. John Iredelle D. Hinds, Nashville, died March 4. 


TEXAS 
A maternity board, consisting of the Director of Public 
Health, Director of Public Welfare and a reputable physi- 
cian, has been established in Dallas. The board will have 
power to inspect and regulate all maternity homes. 


_(Continued on page 48) 


Medical Record 


“A weekly post-graduate course for the busy 

practicing physician.” For 54 years has re- 
ported all that is best in medicine, surgery, 

and the specialticn throughout the world. Weekly, $5 per 

year. 

WILLIAM WOOD & CO., 51 Fifth Avenue, New York. 
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Weak Sensitive Feet 


are almost always greatly benefited by the routine use of 


O’Sullivan’s Heels 


The resiliency of these heels of live rubber afford marked relief 
from the harsh, abrupt impacts that often make every step a real tor- 
ture. As a result, walking is no longer dreaded, and sufferers from foot 
weakness are able to spend many more hours on their feet, without 
developing the soreness and foot-tire that otherwise so frequently 
cause extreme misery and distress. But what is also important, the 
increased exercise made possible without hurt or discomfort, gradually 
imparts tone to the foot structures, improves the 
local circulation, and by strengthening the foot 
muscles, renders them more resistive to fatigue. 


Wearing O’Sullivan’s Heels has proven a 
veritable blessing, therefore, to many a person who 
has known the suffering and physical handicap 
caused by weak and tender feet. 


O’SULLIVAN RUBBER CO., Inc., 


New York City 


TYPES OF INSOMNIA 


AS ENCOUNTERED IN 


Nervous Strain Neurasthenia 
Neuroses Psychoses 
Narcotic Habituation 


MILDER TYPES: 
MODERATE TYPES: 


Adalin, 10 to 20 grains. 


Veronal and Veronal-Sodium, 5 to 10 grains. 
Sulfonal and Trional, 10 to 15 grains. 


SEVERE TYPES: Luminal and Luminal Sodium, 3 to 5 grains. 


HOW SUPPLIED: 


The above named hypnotics are supplied in powder and 
tablet form 


WINTHROP CHEMICAL COMPANY, Inc. 


189-191 Franklin Street, New York, N. Y. 
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Send for our hospital supply circular 


Save Your Old Surgical Instruments 


INSTRUMENTS 
REPAIRED 
RENICKELED 
MADE OVER 
LIKE NEW 


Send them to us; you will be pleased. 
COST IS SMALL compared with price of 
new instruments. 


SURGICAL SELLING COMPANY 


Wholesale Hospital Supplies 
53 WALTON St. ATLANTA, GA. 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Binlodide, 
Mercury Salicylate, Iron Citrate, tron 
Citrate and Sodium Arsenate, Emetine 
riydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 
‘4 These hypules not only insure 
§ full potency and exact dosage of f 
I the drug to be administered, but 
they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypales tion or suspension. For treatment Hypule 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialities in Hypule Form 


List on Application CINCINNATI, OHIO, U.S.A. 
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Van Zandt County Medical Society has elected the follow- 
ing officers: Dr. L. Cox, Canton, President; Dr. W. H. 
Terry, Grand Saline, Vice-President; Dr. . H. Hilliard, 
Canton, Secretary-Treasurer. 

Bowie County Medical Society has elected the te 4 
officers: Dr. J. K. Smith, Texarkana, President; Drs. A. 
Lee, Texarkana, and W. E. Womack, Vice-Presidents ; Dr. 
C. A. Smith, Secretary-Treasurer. 

Caldwell County Medical Society has elected the following 
officers: Dr. Luckett, Fentress, President; Dr. Edgar 
Smith, Lockhart, Vice-President ; Dr. W. H. O’Banion, Lock- 
hart, Secretary-Treasurer. 

Childress-Collingsworth-Donley-Hall County Medical Society 
has elected the following officers: Dr. 5 Wolford, 
Childress, President; Dr. J. M. Ballew, Memphis, Vice-Presi- 
dent; Dr. D. D. Corss, Wellington, Secretary-Treasurer. 

Comal-Guadalupe County Medical Society has elected the 
following officers: Dr. C. W. Raetzsch, Seguin, President; 
Dr. R. Wright, New Braunfels, Vice-President; Dr. A. J 
Hinman, New Braunfels, Secretary. 

Cooke County Medical Society has elected the following 
officers: Dr. C. B. Thayer, Gainesville, President; Dr. O 

Clements, Gainesville, Vice-President; Dr. Rufus C. 
Whiddon, Gainesville, Secretary-Treasurer. 

Eastland County Medical Society has elected the following 
officers: Dr. H. D. Whittington, Eastland, President; Dr. 
Joseph W. Gregory, Cisco, Secretary-Treasurer. 

Fannin County Medical Society has elected the following 
officers: Dr. J. J. Cappelman, Honey Grove, President; Dr. 
H. B. Savage, Honey Grove, Vice-President; Dr. W A 
Vaughan, Honey Grove, Secretary-Treasurer. 

Fayette County Medical Society has elected the following 
officers: Dr. Donald McKay, Flatonia, President; Dr. P. 
Beckman, LaGrange, Vice-President; Dr. J. W. Smith, La- 
Grange, Secretary-Treasurer. 

Galveston County ——— Society has elected ~~ follow- 
ing officers: Dr. Chas. Stone, President; Dr. M. F. 
Stephens, Vice-President ; Ly E. D. Crutchfield, Siates: 
Treasurer. 

Gonzales County Medical Society has elected the following 
officers: Dr. E. J. Hinton, Wrightsboro, President; Dr. A 
B. Parr, Gonzales, Vice-President; Dr. W. T. Dawe, Gon- 
zales, Secretary. 

Grayson County Medical Society has oe the following 
officers: Dr. Braden, President ; E. R. Birch, Vice- 
President; Dr. A. W. Acheson, Raawctaas. 

Hidalgo County Medica! Society has elected the following 
officers: Dr. J. G. Harrison, McAllen, ge gue Dr. J. D. 
McCann, Donna, Vice-President; Dr. John H. Hunter, Mc- 
Allen, Secretary-Treasurer. 

Jasper-Newton County Medical Society has elected the 
following officers: Dr. B. A. Sweeney, Newton, President; 
Dr. R. W. Worthy, Jasper, Vice-President; Dr. W. F. Mc- 
Creight, Kirbyville, Secretary-Treasurer. 

Johnson County Medical Society has elected the following 
officers: Dr. C. V. Ezell, Cleburne, President; Drs. 
Prestridge, El Dorado, and M. T. Knox, Parker, Vice-Presi- 
dents; Dr. W. E. Lucey, Cleburne, Secretary-Treasurer. 

Kaufman a Medical Society has elected the following 
officers: Dr. Swangem, Terrell, President; Dr. P. 
Shands, Forney, Ging beebaecs:; Dr. B. J. Hubbard, Kauf- 
man, Secretary-Treasurer. 

Kerr-Kendall-Gillespie-Bandera County Medical Society 
has elected the following officers: Dr. Victor Keidel, Fred- 
ericksburg, President; Dr. C. A. McBeth, Harper, Vice- 
President; Dr. J. D. Jackson, Kerrville, Secretary-Treasurer. 

LaSalle-Frio County Medical Society has elected the follow- 
ing officers: Dr. J. A. Bradbrook, President; Dr. E. a 
Howard, Vice-President; Dr. J. E. Beall, Secretary-Treas- 


urer. 

Mitchell-Nolan County Medical Society has elected the fol- 
lowing officers: Dr. Thomas J. Ratliff, Colorado, Presi- 
dent; Dr. J. Wells Young, Roscoe, Vice-President; Dr. Al- 
fred A. Chapman, Sweetwater, Secretary-Treasurer. 

McCulloch County Medical Society has elected the follow- 
ing officers: Dr. a C. Jackson, Voca, President; Dr. J. 
B. Granville, Brady, Vice-President; Dr. James S. Ander- 
son, Brady, Secretary-Treasurer. 

Nacogdoches County Medical Society has elected the fol- 
lowing officers: Dr. F. C. Ford, Hamilton, President; Dr. 
G. P. Campbell, Douglas, Vice-President; Dr. T. J. Black- 
well, Nacogdoches, Secretary-Treasurer. 

Nueces County Medical Society has elected the following 
officers: Dr. F. U. Painter, President; Dr. W. C. Barnard, 
Vice-President ; “Dr. Eleanor Harthill, Secretary. 

Sabine County Medical Society has elected the following 
officers: Dr. B. Morgan, Bronson, President; Dr. C. 
Smith, Hemphill, Vice-President; Dr. W. T. Arnold, Hemp- 
hill, Secretary. 

Parker-Palo Pinto County Medical Society has elected the 
following officers: Dr. R. L. Yeager, President; Dr. C. B. 
Williams, Secretary. 


(Continued on page 50) 
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FOR INFANTS 


A COMPLETE FOOD 


Safe Uniform Reliable 


A well-balanced, convenient and easily 
assimilated nutrient. 


THE ORIGINAL 


Endorsed by the 
medical profession, 
for over one-third 
century, in the feed- 
ing of infants, anae- 
mic children, conva- 
lescents, invalids 
and the aged. 


For samples 
and _ printed 


matter ad- 
dress 
No, 
RLICK’S 
Racine, Wis. 


AVOID IMITATIONS 


TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE 
INSTALLATIONS 
of 
EMANATION APPARATUS 


A Good Defense 
May Win the 
Hardest Suit--- 


For Medical Protective Service 
Have a Medical Protective Contract 


and a poor defense ruin the 
chances of winning an easy 
case. 


We lead because we special- 
ize in Professional Protection 
Exclusively. 


The Medical Protective Co. 
of 


Fort Wayne, Indiana 


SOLD. ON BASIS OF 
U.S. 
BUREAU OF STANDARDS 

CERTIFICATE 


Correspondence invited by our 
| PHYSICAL, CHEMICAL 
| and MEDICAL DEPT’S 
THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S. A. 


BRANCH OFFICES 


108N.STATE 50 UNION LONDON 
STREET SQUARE 
CHICAGO NEW YORK PARIS 
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CLASSIFIED ADVERTISEMENTS 


GUINEA PIGS AND RABBITS—Laboratory purposes, 
strong, healthy stock, pigs 8 to 10 ounces $1.00, 12 to 14 
ounces $1.25 and 16 ounces up to $1.50. Nice breeding sows 
$1.50 each. Young mature rabbits 4 to 8 pounds, 50c per 
pound. E. ‘L. Harris, 1512 East Main St., Chattanooga, Tenn. 


FOR, SALE—X-ray transformers and accessories. Bar- 
gains in used apparatus thoroughly overhauled and_in- 
stalled. Send for list. Frederic Johnson Company, Sales 
Distributors, Victor X-Ray Corporation, 719 Brown-Marx 
Building, Birmingham, Ala. 


HIGHPOWER 
Electric Centrifuges 
SLE * 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON. MAS 


Send for Cat. Cn 


1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 In pad) 


1000 Professional Cards $4.50 
1000 Noteheads 4.50 
1000 Drug Envelopes 3.00 
1000 Statements 4.50 
1000 ‘“‘Actual” Typewritten 5.50 


Prices include parcel post charges 
A few samples free 


H. KRAUS 


A 
407-409 Chestnut St. Milwaukee, Wis. 


BOLEN 


ABDOMINAL SUPPORTERS AND 
BINDERS 


(PateENTED) 


FOR MEN. WOMEN AND CHILDREN 


Special Supporter for Pendulus Abdomen, Ventral and Umbilical 
Hernias 


Descriptive literature mailed free upon request 


BOLEN MFG. CO. 


Jacobs Hall Bldg. OMAHA, NEB. 
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Titus County Medical Society has elected the following 
officers: Dr. T. M. Fleming, Mount Pleasant, President; 
Dr. A. A. Smith, Taleo, Vice-President; Dr. John M. Ellis, 
Mount Pleasant, Secretary-Treasurer. 

Wise County Medical Society has elected the following of- 
ficers: Dr. S. J. Petty, Decatur, President; Dr. W Rus- 
sell, Rhome, Vice-President; Dr. L. H. Reeves, Decatur, 
Secretary-Treasurer. 

Under the direction of the American Red Cross, Mrs. Fay 
Chaney, Baltimore, has started active work as Public Health 
Nurse for Palo Pinto ‘County. 

Dr. J. D. Blevins, Beaumont, 
State Health Officer. 

The Seventh District Medical Society met in Austin Feb- 
ruary 10. The officers are: Dr. A. A. Ross, Lockhart, 
President; Dr. Edmund Doak. Tavlor, Vice-President; Dr. 
Morris H. Boerner, Austin, Secretary. 

Dr. Holman Taylor, Fort Worth, has been elected Presi- 
dent of the Tarrant County Tuberculosis Society. 

Dr. Jeffe Franklin Gamble, Captain, M.C., U. S. Army, 
and Miss Leah M. Abadie, both of Houston, were married 
in Des Moines, Iowa, January 11. 

Deaths 

Dr. John G. Rushing, Center, aged 41, died January 25 
— effects of injuries received when he was kicked by a 

orse. 

Dr. Nathan Moody Dewees, Palacios, aged 59, died Feb- 
ruary 3 from carcinoma of the stomach. 

Dr. Henry Stow Garlick, Laredo, aged 45, died February 
9 from pneumonia. 

Dr. Andrew J. Sanders, Aubrey, aged 59, was killed Feb- 
ruary 16, when the automobile in which he was riding was 
struck by a passenger train. 

Dr. Otto Ehlinger, College Station, aged 52, died February 
February 14 from heart disease. 


VIRGINIA 

The Albemarle Hotel, Petersburg, has been purchased for 

a hospital. The cost of remodeling and equipping the build- 

ing will amount to approximately $30,000 

Dr. J. A. Hart has been appointed Acting Assistant Sur- 

geon of the U. S. Public Health Service and assigned to the 
immigration service in Norfolk. 
Deaths 

Dr. William T. Fuller, Suffolk, aged 54, died February 5. 

Dr. Robert Alexander Black, Hot Springs, aged 60, died 

February 14 from heart disease. : 


has been named Assistant 


WEST VIRGINIA 

It is reported that the Williamson Hospital Building — 
be taken over by Drs. H. D. Hatfield, A. K. Kessler, J 
Rader and C. T. Taylor, Huntington, and operated as r 
private institution. Improvements on the building will 
amount to approximately $40,000. 

The Professional Building, Charleston, has been completed 
and will be occupied almost exclusively by doctors and 
dentists. 

Deaths 

Dr. John J. Liggett, Martinsburg, aged 74, died Feb- 
ruary 16. 

- Dr. SB. A. Washington, Hilltop, aged 60, died January 14 
from pneumonia. 


DOCTOR: Write or Wire 


Ambulatory Pneumatic Splint Mfg. Co. 


ATLAS BLOCK, CHICAGO 


Hip, Thigh or Leg Set. Splints Rented 
Ready to Apply. Your Treatment of , 
Patients, In or Out of Bed, Secures Good ~--/ 
Bone Union, Comfort, Strength and 
Health in the Least Time with the Ambu-, 
latory Pneumatic Splint. 


Specify it and our “Am- 
bumatic’” Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture, Prices, etc. 
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Sodium Iodide 
1S 4 
» \4 A sterile solution in sealed glass ampoules 20cc con- 
v tain 2 gm. (31 grains) Sodium Iodide U.S. P. 
- \4 The beneficial effects of iodids, especially of sodium 
1- \4 iodide, are enhanced and rendered almost certain by 
e \/ introducing the drug directly into the blood stream. 
e MYA In a broad class of cases, including Asthma, 
Arsenic and Rheumatism, Orchitis, late Syphilis, Gonorrheal sec- 
Mercury ondaries, arteriosclerosis, etc., sodium iodide intrave- 
i. Sodium nously injected secures results. 
nN lodide Loeser’s Intravenous Solution of Sodium Iodide is 
y Salicylate properly made in a scientific laboratory by scrupu- 
WN and lodide lously exact methods. 
‘ WN Sodium It is stable, uniform, NON-IRRITATING—SAFE. 
. nN Salicylate — administration of drugs is the coming 
Mercu therapy. 
d IN Bichloride Its results are quicker, more certain. 
: nom 4 The method proves popular with the patient. It 
Oxycyanide -ains prestige for the physician. 
. Quinine Di- It has passed the introductory stage—is rapidly 


hydrochloride coming into general use. Loeser’s Intravenous Solu- 
Hexamethyl-. tions are Standard. 


enamine Clinical reports, reprints, list of productz, price 
Calcium list, directions for use, etc., sent to any physivian on 
lodide request. 


New York Intravenous Laboratory 
100 West 21st Street 
New York 
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Lever ( RIES BROS. 

| Spring ) : 

i Illustration of ‘Automatic Closing” Tube No. 34 
it FRIES BROS., Manufacturers 92 Reade Street, New York 
Automatic Cut Out 


GENERAL ANAESTHESIA 


With “Graduated Kelene’”’ aiso as a preliminary to Ether 
When Applied With Our 
GLASS AUTOMATIC SPRAYING TUBES 
does the work quickly, pleasantly and thoroughly 


NO STEAM VALVE IS REQUIRED 
Simply press the lever and the Automatic Sprayer does the rest 


GLASS TUBES ALONE INSURE ABSOLUTE PURITY 
Sole Distributors for the United States and Canada 


MERCK & COMPANY, New York Montreal St. Louis 


Order of us---We Market Only Reliable Products 


KEPT UNDER THE MOST 
i. IDEAL CONDITIONS 4 
a 
We run a complete refrigeration plant with 
| day and night service. 
| We stock only the recognized standard lines 
| MULFORD’S PARKE-DAVIS 
LEDERLE’S 
VAN ANTWERP’S DRUG CORPORATION 
Mobile, Alabama 


VAN ANTWERP BUILDING 
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Jnfant Feeding, 


An Appreciated 
Service 


is being rendered a steadily increasing number of physi- 
cians by the manufacturers of MEAD’S DEXTRI- 


MALTOSE. 
We offer a Dextrins-and-Maltose product in a full pound 
container. 


Feeding directions are not printed on the label of this con- 
tainer or enclosed within it. The mother must secure 
these from the doctor who prescribes “D-M.” 


Literature regarding its use comes to the doctor at his 
own request. When satisfied that ““D-M” meets the feed- 
ing requirements of the individual baby under his care, he 
writes the directions on his own private prescription 
blank. 

This ethical method of dispensing “D-M” absolutely rec- 
ognizes the fact that the doctor should control the baby’s 
diet—not the mother or her well-meaning but often oft- 
cious relatives and friends. 


If you have investigated Dextrins-and-Maltose as con- 
stituents in infant’s diets, you will appreciate a fuller 
statement regarding our service. 


On request we will gladly give you this information and 
tell you how we secure the close and always ethical co- 
operation of doctor, druggist, parent and manufacturer. 
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WENTY years ago Parke, Davis & Co. introduced 
to the medical profession the active principle of the 
suprarenal gland—Adrenalin. 


Little was known at that time concerning its physiologic 
action and therapeutic application.- Today, after years of 
laboratory research and clinical experimentation, Adren- 
alin holds a foremost place among the standbys of the 
materia medica. 


For the relief of the paroxysm of asthma, for the con- 
trol of hemorrhage, and in the treatment of shock and 
collapse, Adrenalin is the first thought of the therapeutist. 
In organotherapy it has certain special indications, and as 
a synergist to local anesthetics it has done much toward 
bringing local anesthesia technic to its present high 
degree of perfection. 
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